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• Just ofi Press! 

Curtis’ Gynecology 

I simple record of personal experience” — so Dr. Curtis terms 
his remarkable new book on Rynecolog^r. Frorn his very 
full experience he has selected the siibjects, the plan of 
presentation, the diagnostic and therapeutic methods which 
nave proved their value. 

TA(S‘ timpiicityy cirntpaciteess, and empfrasts cn praciica! arr cf th<t 
utmost value to Busy practicing physicians viho are seckingtimiektLnswers 
to their qiustionsyinslanl advice on gysiecologte prohlems^ptcsviicaXheAp 
on the application oj gynecologic snethods. Dr, Cwtis* look strikes a 
happy medium letsieen the small manual of gynecology {schieh is often 
too brief!) and the large book {vskick is often too ctmlersomef)- 

And again, while the book is compact, Dr. Curtis has slighted no subject. 
He gives each gynecologic condition a full and thorough discussion-^a 
discussion that dearly projects the practical aspects. Diagnostic fca- 


That eminent medical artist, Tom Jones, has contributed most of 
222 iHustrations-~^a collection of pictures remarkable for their fidelity 
to life, cspectally in the demonstration of operative technic. 

It is an unusual book — unusual because, notwithstanding the thorough 
io vhich it covers all phases of gynecology, it docs so within a 
Small compass. 

iUustratiom. By Arthur IIaie Curtis, M. D , 
of Obstetnes and C^ necology, NoithwcstemUm- 


B. SAUNDERS COMPANY, Philadelphia and London 


o. JOU pages, R.IU1 ZJJ. ongmal 
Professor and Head of the Department i 
veiMty Medical School Cloth, JS.OO n 
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CLINIC OF DR REXWALD BROWN 


Cottage Hospital, Sama Barbara, California 


TRAUMATIC EMPHYSEMA 

Clinical pictures similar to this arrest attention This 
young man aged twenty two was injured m an auto accident 
at 7 o’clock this morning x Ray examination at the hospital 
reveak fractures of the fifth, sixth, and seventh ribs on the right 
side m the posterior axillary line The right lung is evenl> 
collapsed about 3 cm and there is mottling over the entire 
thorax due to air in soft tissues There is no penetrating wound 
It IS now 10 o’clock and emphysema, which appeared first in the 
right chest subcutaneous tissues, has extended very largely over 
the entire body until the patient’s normal proportions and ap 
pearance are obliterated Distention of tissues ivnth air is ex 
treme It reaches from head to feet The air is not only sub 
cutaneous, it is also interstitial, that is, abo\e and below deep 
and superficial fascia planes The patient looks like a distorted 
balloon Touching his bodj anywhere elicits marked crack 
hng 

This patient s condition grows worse under our eyes He is 
cyanotic, dyspneic, and apparently suffering great pain which 
morphine does not reheve We know there arc fractured ribs 
and also a pneumothorax It is reasonable to assume that a 
rib has punctured air \esicles m the lung, that a ball valve pass 
age way extends from the lung into the superficial tissues and 
air is being pumped in accordance with the well known laws of 
pleural physiology and physics into skin and tissue planes The 
spreading emphysema and not the pneumothorax is immedi 
ately plaang the young man’s life in jeopardy and must be 
managed without dela^ 
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Acting upon the aforesaid assumption incisions through the 
slvin and fascia are made do^^ n to the fractured ribs Air bubbles 
are nou seen escaping from the cuts The patient’s general 
condition shows immediate change for the better \\ ounds are 
packed and it is believed that though the ball \al\e action may 
persist for a time the air wall no longer be forcetl into the tissues * 

* The patient made an excellent rccoverj and left the hospital m a t\eel. 
The pleural shock produced by the sudden pneumothorax was combated by 
the production of negati\e pressure m the pleural ca\it> two or three times, 
B> the end of the week there ^as no pneumothorax 



TRAUMATIC MYOSITIS ABDOMINALIS— SUBPHRENIC 
ABSCESS 


This patient has been under mj obser\ation for two and 
a half months He \\as referred from the service of Dr W D 
Sansum with whom I had consulted concerning the diagnosis 
We agreed there was a surgical belly which should be explored 
This was done without revealing any pathologj other than a 
marked extensive edema in the aponeuroses converging to form 
the sheath of the nght rectus There was no intra abdominal 
infection 

This exploration occurred two weeks after the patient’s 
entrance to the hospital He is sixty five 3 ears of age and an 
intensive chnical and laboratory study had been made of his 
condition vvhich dail^ grew worse His main complaint was 
pain in the neighborhood of the right hip referred dowm leg 
for three or more months past There was an irregularly high 
temperature with a white count around 30 000 In the tissues 
above the crest of the right ilium redness and swelling had de 
\ eloped With increasing swelhng the redness had turned to a 
cyanotic appearance Pressure pitting was present The ab 
domen became distended and tjTnpamtic Intestines were 
sluggish On palpation, there w as a sense of a mass Impressions 
were appendiceal abscess, pennephntic abscess perforation, 
carcinoma ileocecal area 

After the exploratory the patient’s condition grew more 
alarming The temperature and white count remained high 
After a w eek the abdominal w ound broke down and discharged 
pus The right inguinal glands became swollen There con 
tmued to be a tender indurated edematous area above ihac 
crest Repeated roentgenograms were taken of hip and pelvis 
without gaming information A w eek later the nght diaphragm 
shadow was reported displaced upward This was more evident 
the following week Concensus of opinion was subphrenic 
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abscess and possibly empyema A subphrenic abscess as opened 
and drained transpleurally after a rib resection 

A week later an inguinal abscess was incised and today we 
are opening a new abscess below Poupart's ligament. A large, 
long sinus is found leading upward on the inside of the right 
iliac crest into the retroperitoneal spaces ^ 

• CoQtmusnce of Clinical Record — Shortly after subphrenic abscess was 
opened resurvey of history elicited information that a coffin had fallen against 
patient’s side above his hip when he had been a pall bearer some months 
previously He had required rest and hot applications for several da>9 In 
light of subsequent history and findings it is reasonable to assume there was 
a hematoma m the lateral abdominal muscles above the thum After a con* 
siderable period of time the hematoma became infected A rich suprailiac 
lymphatic anastomosis carried the infection to the other parts involved 

The patient is still in the hospital, now five months He is improving 
steadily and is able to walk For a period after finding the sinus above iliac 
crest it was possible to pass antiseptic fluid by syringe through wound below 
Poupart's ligament and have it reappear through incision over ribs — a channel 
through retroperitoneal space 



SPONTANEOUS RUPTURE OF RENAL PELVIS 


This patient, aged forty-six, has been in the hospital for ten 
days with a draining sinus in his right shoulder area. The his- 
tor)’’ relates the occurrence of ill-defined aching pains in his left 
lumbar region for many years with iv ell-defined remembrance 
of three attacks of severe colicky pains lasting a few days each — 
one eight years ago, one five years ago, and one three weeks 



Ftg 376 — Rupture of renal pelvis 

ago. A few days ago while in hospital there was an attack in 
the same location and of the same severity. Patient was re- 
ferred to our service. He states that during this last attack he 
felt something give way and pain was relieved. A fluctuating 
swelhng appeared in left flank within two days from which my 
associate, Dr. Ir\ing Wills, aspirated 14 ounces of thin, cloudy 
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fluid Dr Wills on cjstoscopic exanunation found a reddenetl 
edematous left ureteral opening A ureteral catheter encountered 
obstruction 6 cm abo\e the bladder ar Ra> pictures showed 
opacities abo\e pelMc brim and a large \ague shadm\ in kidne> 
region Ureterograms shoi^cd ’vvcll filled ureter up to but not 
be>ond the opacities Phthalein estimation on right side was 
50 per cent total — left 0 per cent 

Dr Wills IS now commencing to explore the upper left 
urinary tract of this man \ou will note the tissues through 
which he cuts arc very edematous The usual fatt\ capsule 
about the kidney is replaced bj a thick frnble structure which 
fluctuates This structure being opened permits the escape of 
about a quart of slightl> cloudj fluid As Dr Wills enlarges 
the opening y ou see a large cav ity in which the kidney lies ?fow 
on closer examination, observe the rare sight of a rent 2 to 3 
cm long m the posterior wall of the renal pehns This rent you 
hear Dr WMls say explains the recent colic the sensation of 
something giving way, the relief of pain and the rapid swelling 
in the flank I am sure his analysis is correct ^ 

Follow the completion of the operation An intracapsular 
nephrectomy is done because of the friable edematous pedicle 
The capsule is folded over the pedicle to lessen possibility of 
secondary hemorrhage The opacities as show n by the x ray 
are seen to be two large stones m the ureter above the pelvic 
bnm The incision is lengthened and the stones remov ed leav- 
ing the ureter which is friable and adherent 

■ The patient made an excellent recortry Subsequent remarks made by 
Dr Wills were that spontaneous rupture of the renal pehis is a pathologic 
curiosit) Distended kidneys due to partial or complete obstructions of the 
ureter are not uncommon but ruptures do not occur independent of some 
trauma Trauma was not a factor in this case I\idne> secretion must have 
continued despite obstruction bj the stones and hydraulic pressure became 
great enough to break the renal pelvic structures Usually due to a block the 
reverse pressure through the ureter slops kidne> secretion inducing anuria 



SODIUM AMYTAL INDUCTION ANESTHESIA 


You have probably noticed the satisf>’ing anesthesia used 
on this patient. My surgical associates, Drs. Eder, Atsatt, 
and Bakewell, and I have used the new drug, sodium, amytal, 
as an induction anesthesia in 164 cases as enumerated on this 
chart. 


SODIUM AMYTAL AS INDUCTION ANESTHESIA USED IN 164 
OPERATIONS 

From files of the Santa Barbara Chnic 


Thj roidectomy 6 

Breast amputation 6 

ChoJecj stotomj 4 

Choice) stcctomy 10 

Gastro-enterostomy 3 

Gastrostomy 2 

Perforation ulcer pylorus 1 

Iliostom) 1 

Appendectomy 13 

Bov.eI obstruction 3 

Resection sigmoid I 

Colostomy 4 

Hemorrhoidectom) 6 

Hemioplasty S 

Hysterectomy 13 

Salpingectomy 7 

Rcmoi'af ovarian ejst 2 


Penneorrhaph) suspension uterus IS 


Ectopic pregnancy I 

Cesarean section 1 

Fractures open reduction 3 

Nephrectomy 4 

Uretero lithotomy 1 

Uretero plasty . 1 

Resection bladder tumor 2 

Prostatectomy 9 

Rib resection subpbremc abscess 1 
Amputation, leg — thigh 5 

Miscellaneous 31 


Tuberculous peritonitis 
Brain tumor 
Nondolion operation 
Skin graft 

Inoperable after exploration 
Cystoscopies, etc 

Total cases 164 


Our impressions op sodium amyial as att adjunct to anesthesia 
are: 

1. The outstanding contribution of modern times to better- 

ment and safety of anesthesia 
Credit and honor due to Dr. L G. Zerfas of Indianapolis 
City Hospital 

2. It eliminales fear of smothering and strangling incident 

to inhalation anesthesia. 

Sleep comes quickly, quietly to patient in his own bed 
Psyche is protected 
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3 It IS not dangerous if no effort is made to produce complete 

surgical anesthesia 

When patient reaches operating room, supplementary 
anesthesia should be used 

4 Less secondar} anesthesia is required Most patients can 

be carried on nitrous oxide 

5 Postanesthetic phenomena are pleasing 

(1) More or less continuous sleep 

(2) When fuJJ^ anake little memory of episodes follow 

mg operation 

(3) Greatl} lessened or absent nausea and \omiting 

(4) Less pain — eas> to administer fluids b\ xein and 

under skin 

(5) Lessened gas pains 

6 Fall in blood pressure which almost ln^a^ablJ occurs 

following intrax enous injection is restored to normal in 
from fifteen to thirty minutes Fall not disturbing if 
sodium amytal is used only to depress ner\ous system 
to level for supplementarj anesthesia 



CLINIC OF DR SAAIUEL L CALDBICK 


En'ERETT CuMC, EnXRETT, ^\ASl^^GTO^ 


SUBCLAVIAN ANEURYSM 

On the e\ening of October 8, 1929, O J, a \oung man of 
twent> >ears, 6 feet, 2 inches tall, weighing 200 pounds, was 
brought to the E^e^ett General Hospital, after ha\Tng aca 
dentall> shot himself, a 38 bullet entering his nght shoulder 

He was in profound shock, almost pulseless, his clothes 
saturated with blood Examination re\ealed a wound I inch 
below the middle third of the right cla\acle, wath the bullet 
lodged under the skin just abo\ e the inner portion of the spine 
of the scapula Bleeding had entirelj ceased No pulse could 
be felt in the nght radial and axillarj arterx , but a thread} rapid 
pulse was felt in the left radial There was no further e\ndence 
of injur} to an> important structure 

The } oung man made a rapid ^eco^ ei} from his shock and 
loss of blood Three dajs later, a weak pulse could be felt in 
the nght radial arterj At the end of twehe da^s, a bruit 
could be heard oier the outer portion of the nght subcla\aan 
arter} There had been no damage except to the subclavian 
\ essels 

For the next three months he reported regularlj at mj office 
and I was enabled to watch the gradual de\elopment of his 
aneurj sm 

On Januar> 7, 1930, he re entered the hospital and his con 
dition on admission was as follows A health} , \ igorous } oung 
man whose complaint is “a swishing noise in the region of his 
healed bullet wound, ‘under nght collar bone’ ” with a pulsating 
mass in this area There is loss of strength of the nght hand 
and fear to use that arm becau e of the tumor, coldness and 
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blueness of the right hand, i^hich uhen hanging down for long 
feels numb Examination at this time reveals under middle 
third of the right clavicle a tumor the size of a lemon, which 
pulsates and on closer inspection is found to puUatc s>nchron 
ouslj with the cardiac sv stole The tumor is perfectly round 
and smooth, and attached to the middle third or at the junc 
tion With the middle and outer third of the subchvnn artco 
The pube of the right wnst is perceptible but ver} wcah The 
blood pressure reading of the two sides is 110 96 on the right 
and 132 75 on the left 



Fig J77 — the skin mcis on and location of ihe aneunsni Dntted 
line ind cates where the clavicle was cut 

Operation fjanuarj 9, 1930) A long curved incision is made 
through the skin from the lower border of the clavicle to the 
sternum then downward and outward over the pectorahs major 
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muscle to just above the right nipple. The muscles, sternocleido- 
mastoid above and pectoralis major below, are separated from 
the clavicle. The clavicle is divided near its articulation, using a 
Gigli saw. The clavicle is then drawn downward and backward, 
excising the attachment of the subclavnus as needed. Then the 
thin sheet of the pectoralis minor which covers the pulsating 
tumor is divided and retracted. Careful dissection soon brings 



Fig 378 — E^posu^e of the aneurjsm 


into view the large subclavian vein In its bed beneath the 
arterj' The aneurysm is then freed of the firmly adherent 
connective tissue and the subcla\ian artery exposed. A No 12 
soft-rubber catheter is put around the vessel, one above and 
one below the aneurysm, and held by an assistant so that it can 
be compressed at will The anemy’sm is next attacked. The 
sac is opened and found to be springing from the arter>’ at the 
junction of the outer and middle third and by a large opening. 



976 


SAMUEL L. CALDRICK 


A single row of fine silk, sutures outward closes the mouth. The 
aneui>'sm is excised and closure of the opening further strength- 
ened by two lajers of chromic catgut No 00. 



Fig 379 — ^ ethod of closing the mouth of the sac 



Fig. 380 — ^Artery closed with a continuous suture The compressed \Tin 
has fallen into place 

The vessel is released and as there is no hemorrhage the 
wound is closed It is evident that collateral circulation had 
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been \\ell established as the color of the fingers remained un- 
changed when the arterj* was completely compressed. 

The muscles are sutured to their attachments on the claWcIe 
and the cla\icle in turn is immobilized by kangaroo tendons 



Fig 3S1 — Photograph of the patient two months after operation 

threaded through gimlet holes in both fragments and then tied. 
The skin is sutured 

There was ver^’ httle shock foUo^ang the operation, though 
the pulse remained rapid for four days The wound healed ivell 
and the patient became ambulator}' on the tenth day. 

VOL lO 62 




CLINIC OF DRS SAMUEL L CALDBICK asd RACHEL 
E HOFESTADT 


E\'Erett Climc, E\trett, Washingtov 

A CASE OF FRACTURE FOLLOWED BY GANGRENE 
CAUSED BY CLOSTRIDIUM FALLAX 

During the World War gas gangrene A\as common m gun- 
shot \vounds and fractures In cml practice a comparatu ely 
few cases have been reported These are often introduced bj 
fracture and usually are the result of infection by anaerobes 
found in the gastro intestinal tract 

Up to 1915, 175 cases had been reported, 35 per cent were 
from compound fracture, 16 per cent from lacerated wounds, 
and the rest in about equal proportions from postoperati\ e 
wound, gunshot wound, and hypodermic punctures 

In 1922^ Barne> and Heller reported a case of compound 
fracture of an arm of a girl of eight in which amputation was 
necessary From this they isolated Cl welchu, \ibrion septique, 
and Baallus S 

In 1924 Goodman** reported a case of crushed thigh from 
which Cl welchn was isolated In the same year Monroe’ re 
ported 3 cases caused bj the same organism In 1925 St For 
tune^ reported 3 cases of fracture, but did not name the organ 
ism 

History of Case — J 0 , a white male, sixteen jears old, in 
good health, was brought into the emergenc> room at the Exerett 
General Hospital, January 24, 1929, after sustaining a disloca 
tion of the right hip and a compound comminuted fracture with 
a complete postenor dislocation of the right ankle Under 
ether anesthesia the dislocations were reduced and the injured 
ankle was irrigated and put up in a “pillow and sides” sphnt 
The wounds were not closed He was returned to bed m good 
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condition The following (la> the foot was badl> discolored and 
there was a large amount of scrogingrcnous discharge At 
the end of fortj eight hours, gangrene was dcfmitel) established 
and amputation in the middle third of the leg was performed 
Following the operation he complained of pain out of all pro 
portion to the apparent seriousness of the injurj and there was 
a profuse dirty foul smelling serous discharge from the wound 
within a few hours after the amputation was performed The 
second night after the operation the nurse, while engaged in 
changing the dressing d elect erl crepitation in the tissues B) 



Fig 382 bhowing retraction of soft structures and healed scars which were 
made for dra nage 

morning this had extended well above the knee along the course 
of the great \ essels and the leg was swollen to twice its normal 
size The patient s temperature was 104 4 F , pulse was 160, 
respiration 38 All sutures were at once removed, and the leg 
inased deeply in eight places Balcin tubes w ere laid loosely in 
the inasions and irrigation with qumo formalin solution carried 
out e\ery two hours The patient was gi\en 500 cc of citrated 
whole blood on each of the following two days Culture of the 
seropus from the wound showed farge amounts of gas in anaerobic 



gangrene caused B\ CLOSTRIDIUM FALLAV 981 

cultures Under this treatment, his condition gradually im 
proved and after tvs eh e da>s cultures remained negative for 
anaerobes at the end of ninet> six hours He v\as discharged 
March 19, 1929, vvnth a granulating stump On Ma> 13, 1929, 
he returned to the hospital and a mid thigh amputation was 
performed rollowing the second operation he showed a 
sharp rise m temperature and great prostration All sutures 
were removed, irrigation wnth Dakin's solution started, and 
transfusion again resorted to Cultures in this instance did not 
show the presence of any anaerobic organisms and the infection 
soon cleared up under treatment, with the hj^pochlonte sola 
tion He left the hospital on June 3, 1929, m good condition 
mth the stump completely healed 

Organism Isolated — (a) Characteristics of the Organism — 
Cultural characters The exudate from the wound was planted 
m cooked meat medium and after fiv e days’ incubation, the or 
ganism was isolated and purified For identification it was 
planted on the following media Liv er agar stab , gelatin, cooked 
meat and egg cube medium, broth, brain, litmus milk, liver 
broth, 1 per cent lactose, levnilose maltose, sucrose, inulin, 
dextnn, sucrose, galactose, salicin, and mannite broths On 
liver agar it produced abundant gas and a filamentous growth 
along the hne of puncture It did not hquefy gelatin On cooked 
meat and egg medium the color of the meat was a copper red 
which later became pmk The fluid was clear There was no 
reduction of the particles of the meat An abundant gas was 
formed On egg cube media no change was found m the egg, 
but the broth was turbid and gas formed No change was found 
on the brain medium with the exception of gas formation Lit 
mus milk v\ as reduced and after fourteen day s gas was formed 
Gas and acid were formed in glucose, lactose, maltose, sucrose, 
dextnn, levmlose, and gelactose broths 

(6) Morphology — The direct smear of the exudate showed a 
gram positive rod with a subtermmal spore On the egg cube 
medium meat, liver agar, and broth this same slender rod was 
demonstrated It occurred singly, never in chains The ends 
were rounded There was no capsule observed The spores 
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formed m meat after three weeks and broth and Iner agar after 
ten da\s were subtcrmmal ami were not wider than the rod 
During cporulation the rod stained faintl) It was shghtlv 
motile The organism was not pathogenic to either guinea pig 
or rabbit 

The organism agrees with Cl fallax as dcscnbeil b> Ford* 
with the exception of the fact that it did not clot milk 

Clostridium fallax is considered b) C»oodman' as ranking 
second in importance in the production of gas gangrene m cud 
practice It was found in 12 per cent of wir wounds 
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CLINIC OF DR. ARTHUR B. CECIL 


From the Hospital of the Good Sa.maritam and Good Hope 
Hospital Foundation, Los Angeles, California 


ABERRANT RENAL VESSELS A CAUSE OF KIDNEY 
DISEASE 

I WISH to present to you 3 cases in which aberrant renal 
vessels were demonstrated to be the cause of kidney disease. 

Mayo, Eisendrath, !Mathey, Ferre, and many others have 
pointed out that aberrant renal vessels are frequently the cause 
of demonstrable hydronephrosis. Two of the cases which I will 
present to you are this t>q)e. I would like to say a word in re- 
gard to the third case which I will present as I believe that it 
represents a definite group in which aberrant renal vessels are 
responsible for renal pain, but in which it is impossible to dem- 
onstrate hydronephrosis I am sure that this is a much more 
frequent occurrence than we have heretofore considered. 

The clinical picture of these obscure types of renal pain due 
to aberrant renal vessels is that the patient gives a history of 
intermittent attacks of pain usually beginning in the region of 
the superior lumbar triangle and radiating downward but less 
frequently pain of abdominal type coming on in attacks with or 
without urinary disturbances. 

In many instances there is a history of constant discomfort 
between acute attacks In other instances there is a history' of 
constant discomfort without acute renal colic. As a rule the 
urine is entirely normal. It may, however, be infected. On 
physical examination during the attack one usually finds a 
tender palpable kidney. Of the group of which I am now speak- 
ing, a pyelogram does not show hydronephrosis. As a rule, the 
pyelogram is not entirely normal. Either the kidney seems 
slightly rotated or the ureter seems to come oft in an abnormal 
983 
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fashion or a definite kinking or apparent stricture can be made 
out In all instances the kidnc\ is Ion nhen n roentgenogram 
IS made in the upright position and m man) instances it is Ion 
IN hen taken in the prone position A great man> of these cases 
are no\\ being treated bj dilation for stricture of the ureter 
Such treatment I am coniinccd is of no \alue in this group 
Upon exposing such a kidne) aberrant renal \ csscls Mill be found 
running to the lower pole The pain in mj opinion is> alnajs 
due to ureteral obstruction caused bj these % csscls m one wa> 
or another either through pressure kinking or fibrous bands 
I have never seen a case of renal pain associated with aberrant 
renal v essels to the upper pole alone 

As to the treatment of this condition two plans have been 
evolved One to divide and transplant the ureter, the other to 
divide the vessels Personally I am opposed to the first plan as 
It oilers many possibilities for subsequent trouble and as far as 
that is concerned for ver> immediate trouble The idea of this 
operation of course being to preserve the entire blood supplj of 
the kidney I am not at all sure that ev en this would not be 
compensated for in the verj vast majontj of cases Of course 
there are many possibilities such as bilateral hydronephrosis 
and conditions in which only very poor drainage of the kidnc) 
would result from simplj blood vessel division that might call 
for ureteral transplantation I hope that >ou will understand 
that these problems arc outside of the group which I am. con 
sidering namely the group in which h>dronephrosis is not present 
I have frequentlj observed that when the aberrant renal 
vessels are divided it will be found that the kidney can now be 
easily put m its normal position It not onlj can be put there, 
but tends to go there and can be easily kept m this position by 
bringing together the renal fascia beneath it rather than bj 
suturing through the kidnej It is my opinion that the failure 
to get telieC following many nephropexies has been due to the 
failure to recogniae that the nephroptosis was due to aberrant 
renal vessels Natural!) fixation of such a kidne) high up under 
the nbs without the division of these vessels could not possibl) 
bring about a cure 
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CASE REPORTS 

Case I — ^Mrs W V K , age thirtj years Mamed nine 
years, ne\er pregnant General health ah\ ays excellent Seven 
years previous to admission taken with pain m the right renal 
region and right lower abdomen Pam severe enough to keep 
her awake at night Pressure on the side seemed to reheve 
pain Appendtx and right ovary were removed which seemed 
to relieve the attacks of pam m the lower abdomen, but had no 
effect on the aching pam in the nght renal region Two jears 
before admission, first noticed frequency of urination and for 
the past two weeks frequency has been more marked and asso 
ciated with pain m the urethra 

Ph} sical examination show ed an extremely w ell nourished 
woman The findings were entirelj negative except that the 
right kidney was palpable for about three finger breadths below 
the costal border The urine showed a trace of albumen, nu 
merous pus cells, and a colon bacillus infection which was also 
determined to be present m the urine from both kidnejs Dif 
ferential phthalein test is expressed by the follow mg table 

Phthalem Appeared 

Rtght Left 

40 minutes 4 minutes 

First 15 minutes collection 

1 cc no phthalem 115 cc 30 per cent phthalem 

Second IS minutes collection 

1 cc no phthalem 110 cc la per cent phthalem 

Attempts to make a right pyelogram were not successful so 
far as filhng the renal pelvas The ureter could be outhned, but 
It was abruptly shut off near the pelvis of the kidney The 
diagnosis was obstruction of the ureter and exploratorj opera 
tion was deaded upon Operation showed a kidnej larger than 
normal and somewhat hydronephrotic Running to the lower 
pole of the kidney and crossing the ureter was found aberrant 
vessel This was adherent to the ureter and obstructed it so 
that from this point upward the ureter and renal pelvis were 
greatly dilated (Pig 383) This vessel and fibrous bands ac 
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fnshion or a definite k inking or 'ippirent stricture cm be made 
out In all instances the kulnej is low when a roentgenogram 
IS made m the upright position and in mmj instances it is low 
when taken in the prone position A great man) of these cases 
are now being treated bj dilation for stricture of the ureter 
Such treatment I am con\inccd is of no \aluc m this group 
Upon e.Tposing such a kidnej aberrant renal \ csscK wall be found 
running to the lower pole The pam in mj opinion is alwajs 
due to ureteral obstruction caused bj these \esscl5 in one waj 
or another either through pressure kinking or fibrous bands 
I ha\e ne\er seen a case of renal pain associated with aberrant 
renal \ essels to the upper ixile alone 

As to the treatment of this condition two plans ha\e been 
e\oI\ed One to di\ide and transplant the ureter the other to 
divide the vessels PersonaII> I am opposed to the first plan as 
It offers man> possibilities for subsequent trouble and as far as 
that IS concerned for v erj immediate trouble The idea of this 
operation of course being to preserve the entire blood supply of 
the kidney I am not at all sure that even this would not be 
compensated for in the very vast majoritj of cases Of course 
there arc manj possibilities such as bilateral hydronephrosis 
and conditions m which only v ery poor drainage of the kidnej 
wrould result from simplj blood vessel division that might call 
for ureteral transplantation I hope that >ou will understand 
that these problems are outside of the group which I am con 
sidering namely the group in which hydronephrosis is not present 
I have frequently observed that when the aberrant renal 
vessels are divided it will be found that the kidney can now be 
easily put in its normal position It not only can be put there 
but tends to go there and can be easil> kept m this position b> 
bringing together the renal fasaa beneath it rather than bj 
suturing through the kidnej It is mj opinion that the failure 
to get relief following manj nephropexies has been due to the 
failure to recognize that the nephroptosis was due to aberrant 
renal vessels Naturally fixation of such a kidnej high up under 
the ribs wnthout the division of these \ essels could not possiblj 
bring about a cure 
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Rtght Left 

First 15 minutes 5 per cent First 15 minutes 35 per cent 

Second 15 minutes 5 per cent Second 15 minutes IS per cent 

The nght pyelogram shoA\ed a moderate degree of hjdro 
nephrosis (Fig 384), but there was no difliculty in filling the 
renal pelns at this time Subsequent follow up notes m this 
case show that patient has been entirely relieved of pam 



Fig 384 

Case II — jMr R A G, aged eighteen Two >ears ago 
wrenched his back Six months later had an attack in which 
he had ver> severe abdominal pam, vomiting, and inabilit> to 
move his bowels About six months later he had a similar at 
tack For the past nine months attacks have been \er> fre 
quent Pam is preceded b> sensation of tenseness m the abdo 
men which is followed m a few hours bj severe cramphke pain 
which begins m the left renal region and radiates to the antenor 
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abdomen He his found that enemas ind the taking of castor 
oil seem to give him relief Jso unnarj disturbances whatsoever 
No fev er 

Phjsical examination shovis a fairl> thm bo) General 
ph>sical examination was negative except that the left kidney 
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was palpable Blood vias negative Wassermann test negative 
Plain X ray negative Intramuscular phthalem seventy minute 
collection 35 per cent Differential phthalem is expressed m the 
following table 
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the left ureter ^\as twisted and kinked about 2 inches from the 
renal pelvis This vvis brought about bv a small aberrant vessel 
running to the lower pole of the kidnej and bj a fibrous band 
which not onl> accompanied this vessel but which held the ureter 
in a kinking position (Fig 386) The vessel and fibrous band 
were divided Thckidnej now could casil) be put in its normal 
position It had been defmitel) held down bj the aberrant 
vessel 

Patient made an uneventful recoverv A total phthalein 
done approaimatclj five weeks following this operation showed 
that for a period of seventj minutes a 50 per cent phthalein 
was excreted and for a second period of sixtv minutes a 15 per 
cent phthalein was excreted This was a marked contrast from 
the total phthalein excreted ten dajs prevaous to operation when 
excretion for seventy minutes was 33 per cent One month later 
patient had gained 5 pounds and had no disturbances whatsoever 
Subsequent follow up notes extending over a period of one jear 
show that this patient has remained entirely well 

Case HI — Miss A L S aged thirtj six As far back as she 
can remember she has sufTcred with abdominal pain anil gas in 
the abdomen Alwajs constipated Alwajs been weak and 
tired Extrcmelj nervous and irritable SLxteen jears ago on 
account of abdominal pam an append cctomj was done This 
did not giv c relief Elev en j ears ago w as operated on for pro 
lapse of the uterus As far back as she can remember she has 
had to get up about three times at night to urinate Associated 
with unnation is sometimes a sense of pain which seems to run 
from the urethra to the right side of the abdomen No attacks 
of chills and fever 

Physical examination showed a rather poorlj nourished >oung 
woman of quite nervous temperament Chest and heart nega 
tivc Abdomen showed tenderness in the right upper quadrant 
and here the kidnej could be palpated and its lower border was 
found to be at the brim of the pelvis Kidney was definitely 
tender on palpation Urine was negative Gastrointestinal 
and gallbladder studies w ere negativ c \\ assermann test nega 
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ti\e Blood \Nas normal A plain x ra> showed right kidnej to 
be low No stone Cjstoscopic examination showed an entirel> 
normal bladder A right pjelogram showed an approximate!) 
normal renal peK is W hen patient w as standing low er pole of 
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the kidney pelvis reached to the bonj pelvis (Figs 387, 388) 
On account of the tenderness of the right kidney and frequent 
attacks of pain in this region an exploratorj operation was de 
aded upon 
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Kldne^ ^\as found to be of normal size, but was definitel> 
held dowTi bj tv\o \esscls going straight across to the lower 
pole one in front and one behind the ureter Assoaated with 
these \essds was a fibrous band There was no dilation of the 
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pehis about this band but it could be easily seen that they not 
only held the kidnej in low position but the> also obstructed 
the ureter (Tig 389) These Nesscls were divided and it was 
noted that the kidnej now was free to ascend and did so It 






CLINIC OF DRS \\ ALTER C CHIDESTER and KIRK 
H PRINDLE 


Mills MEiiORiu. Hospital, S\n Mateo, Caueorvia 


TRAUMATIC RUPTURE OF THE URINARY BLADDER WITH 
COMPLICATING FRACTURES 

We wish to report this case, not because it is unusual, but 
because it represents a tj-pe which is being seen more frequentl> 
in this da> of increased automobile^ and highwa\ traffic, and de 
serves consideration from the standpoint of immediate treat 
ment In so man) instances, treatment of traumatic injuries is 
delajed, fractures are neglected, wounds do not receive the 
proper debridement, and internal injunes are lo^t sight of 
These all tend to prolong shock, and should be treated as soon 
as possible 

This case is an American housewife, aged thirt), who was 
brought into the emergencv ward after an automobile accident 
on the highwa) She was di'^oriented, but conscious enough to 
complain of pain in the left thigh and pelvis The mucous mem 
branes were pale, the blood pressure was 90/60, the puLe 150 
and weak The left thigh was extremelv angulated and there 
was marked crepitation Pressure over the hips caused extreme 
pain and crepitation could be felt b) the maneuver The ab 
domen was ridged nor could the patient relax She complained 
of generalized abdominal pam also \ Thomas sphnt was 
fitted to the left lower extremitv, the thigh was straightened, 
and traction counter traction applied She was put to bed, 
special nurses were ordered, she was given morphine, hvpoder 
mod) SIS, caffeine, and the foot of her bed elevated She did 
not react well 

Ten hours after her admission the blood pressure was 85/60, 
the puLe Avas still 150 and weak, she was still «ermconsaous 
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itoneal cavity Most of it was removed by suction The bladder 
was pulled up, explored, and found to contain a large rent 2 
inches long m the transverse diameter at the fundus The rent 
was quickly repaired iMth a double row of sutures There was 
a marked amount of subpentoneal hemorrhage in the left pelvic 
wall, but since there had been no difficulty in catheterization, 
and since a rapid exploration of the bladder had rexealed no 
further lacerations the wound was quickly closed with two aga- 
ret drains An indwelling catheter was placed in the bladder 


Fig 391 — ^Anterior posterior and lateral Mews of left femur three months 
after injurj 


With orders for periodic irrigations Her condition was grave 
Blood pressure was 80/40, pulse 150, and thready 

Twenty four hours after her admission the patient was still 
semiconscious pulse still 150, temperature 102 5 F , receiving 
h>podermocl>‘sis and lntra^enous glucose Red blood cells 
3,350,000, hemoglobin, 58 per cent Five hundred cc of whole 
blood gl^en in traxenouslj b> the Brooks tube method The pa- 
tient reacted w ell from her transfusion In the next two or three 
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The blood count as 4 510 000, and the hemoglobin 80 per cent 
She \\ as still complaining of pam in her abdomen and in her pehij 
The abdomen was still ndgetl and there was some distention 
She had not Noided ind was therefore catheterued and a small 
quantit) of blood> unne obtained Two ounces of bone aad 
solution ^^as injected into the bladder without an> return flow 
Portable x ra) s of the peK is rc\ calcd a comminuted fracture of 
the inferior ramus of the left ischium an impacted fracture of 



Fig 390 — Original portable r rajg showing anterior posterior Mews of the 
left femur and lateral view of left femur 


the inferior ramus of the right ischium and an impacted fracture 
of the left portion of the sacrum Fibns of the left thigh revealed 
a complete transt erse fracture of the upper third of the femur 
with some comminution Films of the skull and spine re\ealed 
no e\idence of further bone mjurj It was quite apparent that 
the patient was suffering from a ruptured bladder Two hours 
later she was taken to surgery, where on opening the abdomen 
through mid line incision bloodj urine was found free m the per 
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applied with the patient in bed and novocaine anesthesia. The 
drains "were removed from the abdomen several days prior to 
this, and. since their removal urine smelling fluid continued to 
drain from the abdominal sinus intermittently. At times there 
would be no drainage for two or three da 3 's. This intermittent 
drainage continued for several weeks. It was thought that per- 
haps the bladder sutures had given way. Sometimes when the 
bladder was being irrigated, the irrigating fluid would appear 
through the abdominal sinus. 

The patient's condition at the end of seven weeks was satis- 
factory. The calipers were removed from the femur, ar-ray^s 
showing excellent position of the fragments. Her mental con- 
dition had entirely cleared. The indwelling bladder catheter 
had been removed. The abdominal sinus continued to drain 
urine-smelling fluid intermittently. At times pressure against 
the left pelvic wall caused thick green pus to exude. The sinus 
was being irrigated with S. T. 37. The intermittency of the 
urine discharge from the abdominal sinus together with the 
pus from this wound caused us to consider the possibility of a 
spicule of bone ha\'ing penetrated the bladder wall. Check-up 
x-ray of the pelvis strengthened the likelihood of this conclusion. 
It was feared that osteomyelitis might have developetl. WTiite 
blood cells 11,400, red blood cells 3,170,000, hemoglobin 64 per 
cent, however, did not seem to indicate it. It was decided to 
remove the comminuted fragments of bone from the region of the 
left wall of the bladder. 

On February 4th, two months after the patient's accident, 
the abdominal sinus was opened and one or two small fragments 
of bone removed from the bottom of the tract. The wall of the 
sinus was curetted; and no apparent opening into the bladder 
was discovered. The sinus was packed tightly with iodoform 
gauze which w’as left in the w'ound for several daj's, and removed 
gradually, leaving a clean granulating surface. The drainage 
from the sinus ceased and the wound rapidly closed. 

Three weeks later the patient w'as up and about receiving 
physiotherapy treatments to her left knee and hip. She rvas 
passing urine naturally with only slight frequency and having to 
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get Up only once at night I he wound was praclicall} healed 
and a few dajs later the patient was discharged from the hos 
pUal on crutches The last check up x rajs re\ealcd abundant 
callus formation and good apposition of the fragments 

Four months following her mjurj the patient is walking 
wthout a cane and she has no hmp Pehic wamination rc\ caL 
no tenderness or crepitation on bimanual examination A 
cjstoscopic examination re'cih a normal urethra, normal 
bladder neck normal tngone and uretcnc orifices Intbclundus 
of the bladder there is a healed scar about 1 J inches long in the 
trans\crsc diameter The rem under of the bladder mucoaa is 
unchanged m appearance The bladder capaciti is 300 cc with 
onlj slight iliscomfort 

Comment —W c wish to emphasize the danger m comminuted 
fractures of the pelvis with rupture of the bladder of over 
looking puncture wounds due to bone spicwlae Even though 
thej cannot be removed at the time of closure of the bladder 
the possibihtj should be recognized in case of i persistent fistula 
Thej raav be removed extrapen toneallj later The desperate 
condition of the patient maj limit the time for exploration We 
also feel that an cvcellent result was obtained from the use of the 
Thomas «phnt with Pearson attachment even though the pelvis 
was badlv comminuted Suspension of the pelvis or plaster 
was out of question because of the persistent semiconscious 
state and the urmarj fistula We feel too that repeated intri 
venous glucose and transfusions were great factors in bringing 
about her speedy recovery. 
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Mills Mfmorial Hospital San Mateo, California 


HIGH INTESTINAL OBSTRUCTION A PROBLEM IN 
DIAGNOSIS 

We are reporting this case because it presents an interesting 
problem in diagnosis Here we ha\e a married American con 
struction engineer, aged forty six, referred to us without a 
diagnosis The history physical findings, and laboratory work 
you will see are not pathognomic of any single diagnosis 

Chief Complaint — Se\ ere abdominal pain of six hours dura 
tion The pain was steady and excruciating It did not radiate 
It was chiefly in the epigastrium although at times he pointed 
to his left upper quadrant and at times stated that it was all 
o\ er the abdomen 

Present Illness — Sunday night at 1140 (October 7th) he 
was awakened from a sound sleep b> a cramplike colicky pain 
in his abdomen He had gone to bed early that night because 
he did not feel ell He ate very little supper having no appe 
tite He had no pain whatever His bowels alwrays moved 
with great regulanty He was not constipated He remarked 
to someone that he had a peculiar feehng in his stomach 

The pain he thought was due to ‘ cramps and tried to defe 
cate He strained at stool but could not even pass any gas, the 
pain became more se\ ere The colic like cramps became more 
numerous and about an hour later he \omited e\erything he 
had eaten for supper This did not rehe\ e him The pain began 
to be steady and excruciating he called a doctor who ordered an 
enema The enema returned with a good fecal result The pain 
became increasingly se\ere The patient became weak and 
broke out in a cold clamm} sw eat The doctor said that his abdo 
men was distended and rigid There was marked tenderness in 
1001 
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the epigastrium anti the patient seemed to be in reIaU%e shock 
He was gi%cft \ grim oi moqrhta A consultation was requested 
The consultant siw the patient i lew hours later The jnm had 
subsided somewhat though not cftttte!> The abdomen was 
still xigid In spite of the enema the patient felt that he was 
bloated and wanted to pass gis but could not He was sent 
to_the hospital 

Past Ehstory — kll the childhood exanthtmati nesur any 
serious illnesses no ojjcrations occasional sore throat and cold 
in head Denies neissenan injection and lues bj name and 
s\ mptom 

Panuty History — Father died of heart trouble Mother 
died of questionable cancer of uterus One brother died of gil 
loping consumption and another died of drowning One sister 
died of Bn ght s disease Two brothers h\ang and well 

Marital History — ^Marned tifteen j ears one child eight ) cars 
of age liMR-g and well Did not v ant more children Happy 
home life 

History by Systems — Head — \o complaint of head ejes 
ears nose ox throat 

\eck — Ko complaint 

Cardio respiration — J\o complaint 

Gastro mtestinal— \ppetue good Indigestion about once 
in SIX months Soda for these attacks rchexes Bowch \ery 
regular Occasional!) takes cascara !Ne\fr an) pam or dis 
tress Occasionally a little gas after a large meal Heart burn 
seldom Never \omits Never has seen blood in stooN Never 
tarry stooN 

Genito-unnaiy — ^No coniplamt 

Extremities — No complaint 

Physical Examination — He was a well-developed and nour 
ished middle aged man hmg m bed with face slightly dnwn and 
hands pressing the abdomen as though in pain On inspection 
of the abdomen for several minutes there was nothing to suggest 
visible peristalsis On palpation there w as generalized ngidity 
wath the ma'^mum tenderness vn the epigastnuni There was 
a sU^t suggestion of fulness m the epigastrium but this was 
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uncertain Percussion elUated hyperresonance No shifting 
dulness was found Auscultation revealed a few sounds but 
nothing to indicate \iolent peristalsis or fluid The remainder 
of the physical examination re\ealed nothing of importance 
A rectal examination was negative for masses, blood or marked 
tenderness An enema was repeated It returned with only a 
few fecal particles The patient vomited about 2 ounces of 
white frothy material He complained of slight nausea 

Laboratory — White blood cells 22 000 Differential white 
92 per cent polymorphonuclears 

Temperature 99 6 F Pulse 110 Respiration 20 
Jc-Ray of Chest — No changes of note This was taken be 
cause deep inspiration caused so much pain that the patient 
would not aerate the bases of his lungs on auscultation 
Diagnosis — (1) Ruptured gastric ulcer 

(2) Acute pancreatitis 

(3) Acute intestional obstruction 

Argument — In favor of (1) sudden onset relative shock 
rigidity slight history of indigestion abdominal tenderness 
Against (1) rehef from morphia Absence of boardlike 
rigidity Small evidence of gastric disturbance previously 
Colicky pain 

In favor of (2) sudden onset relatue shock fulness m epi 
gastnum with tenderness slight temperature relatnely high 
white blood cells 

Against (2) slight temperature Moderate degree of epi 
gastric tenderness cohcky pain at start 

In favor of (3) shifting pain colicky pain tenesmus and 
relatively unsuccessful second enema Relative shock coming 
on after a few hours of cohcky pam Slight temperature 

Against (3) white blood cells rapid onset No history of 
operations Absence of visible peristalsis Change of pain to 
steady from cohcky Relatnely little \omiting Apparently 
empty stomach 

Note — On the operating table a fulness was seen to shift 
from the left upper quadrant to the lower abdomen center 
This was thought to be \asible peristalsis and was the first seen 
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the epigastnufn and the piutnt seemtxl to be m relatncshod 
He was gnen \ gnm of moq^hii \ consultiHon \\as requested 
The consult -tnt sav\ the pitient a few hours later The paiti had 
subsided somewhat though not ctiiirclj The ’tbdoroen was 
still ngid In spite of the enwna the patunt felt that he was 
bloated and wanted to piss gis but could not lie s\as sent 
to^lhc hospital 

Past History —All the childhood ctanthemata neiec an) 
senous dines es no operations occasional sore throat and cold 
in head Denies ncis tnan injection and lues bj name and 
ss mptom 

Family History — Fnlher died of heart trouble If other 
died of questionable cancer of uterus One brother died of gal 
loping consumption and another d cd of drowning One sister 
died of Bright s disease Two brothers ln7Rg and well 

Marital History “-“Mamed fifteen j ears one child eight )ears 
of age liMng and well Did not want more children Happ) 
home life 

History by Systems Head No complaint of head c>es 
ears nose or throat 

Nech— “j\o complaint 

Cardio je^pi ration — No complaint 

Castro mtestmal— - \ppetitc good Indigestion about once 
m SIX months Soda for these attacks reheaes Bowek ver) 
regular Occasionally takes cascara \eaer any pain or dj<i 
tress Occasionally a little gas after a large meal Heart burn 
seldom Neaer aomrts Never has seen blood in stools Never 
tany stools 

Gemto urinary — No complaint 
Extremities — No complaint 

Physical Examination — He wars a well developed and nour 
ished middle aged man l)ang m bed wath face slightly drawn and 
hands pressing the abdomen as though m pam On inspection 
of the abdomen for several minutes there was nothing to suggest 
Visible peristalsis On palpation there vas generahred ngidity 
with the maximum tenderness m the epigastnutu There was 
a slight saiggestion of fulness m the epigastrium but this was 
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AN UNUSUAL GALLBLADDER 

Excessiae distention of the gallbladder is usuallj caused by 
obstruction of the cystic or common ducts If the cjstic duct 
IS obstructed retained bile and secretions from the mucous mem 
brane of the gallbladder cause the increasing distention Ac- 
cording to Courvoisier’s law,^ “MTiere the common duct is ob 
structed b> a stone, dilatation of the gallbladder is rare Where 
the common duct is obstructed bj other causes, dilatation of the 
gallbladder is common ” He explained that tumors of the head 
of the pancreas almost in\anabl> cause dilatation of the gall 
bladder, because the walls of the gallbladder are thin and easilj 
distensible by the backed up bile On the other hand when a 
stone blocks the common duct, the great majont} of gallbladders 
are contracted or atrophied because in the majont} of such cases 
there were first stones in the gallbladder itself causing chrome 
inflammation and thickemng of its walls to such an extent that 
It IS no longer distensible 

This \aew has been confirmed by Ma} o Robson'’ w ho states, 

‘ Jaundice w ith distended gallbladder is presumptu e exadence 
in fax or of mahgnant disease, but jaundice xxathout distention 
of the gallbladder fax ors the diagnosis of cholelithiasis ” In 
his recent book on diseases of the gallbladder and biliaiy passages, 
among the cases recorded, 92 per cent confirm the truth of Cour 
X oisier’s lax\ Kehr,® x^ hose experience includes 409 gallstone op- 
erations, states, “In obstruction of the common duct by a stone, 
the gallbladder is usuaU} small and not to be felt, in obstruction 
b} tumor (cancer) it is usuall} to be felt as a large elastic tumor 
under the right nbs ” Cabot^ found only 2 cases out of 57 m 
his experience that were exceptions to Courx oisier’s law 
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The gallbladder raa} be found enlarged and distended ■mth 
the ducts unobstructed In that case infection with degenerati%e 
processes m the wall structures pla>s an important part 

<^ase Report — A male age<l fort} six admitted to the Holl} 
wood Clara Barton Memorial Hospital 'Nfarch 6 1928 com 
plaimng of moderate distress and a mass m his upper abdomen 
The famil} histor} was unimportant The patient gave a 
history of malaria twent} }ears ago a brief uncomplicated at 
tack Eight }ears ago he was moderate!} jaundiced for a few 
da}s and had a brief attack of what was at that time diagnosed 
as gallstone colic 

He had since been entirel} free from s} mptoms until three 
months ago when he began to notice a slight distress m his upper 
abdomen and felt for the first time a mass in that region He 
thought the mass had graduall} grow n larger up to the time of 
his admission to the hospital and that he was more distressed 
but never acutel} The bowels had been regular no vomiting 
at any time no jaundice appetite fair but there was a loss in 
weight of 7 pounds m the past two months his present weight 
being 163 pounds His general appearance was good 

The physical examination show ed a w ell nourished individual 
with no abnormal findings about the chest save that the nght 
lung capaaty was somewhat diminished from the liver being 
situated higher than usual and there was some evidence of 
myocarditis indicated b} moderate shortness of breath and rapid 
pulse on active exercise The heart sounds were clear and its 
outline normal The temperature was 99 F the pulse 84 res 
piration 20 blood pressure s}stolicl24 diastolic 78 

The abdominal wall was free from scars and the abdomen 
generally negative save for a tense smooth mass slightly ten 
der extending across the abdomen in a diagonal manner from 
beneath the left costal border to the nght lateral abdominal 
wall and from beneath the right costal border to the umbilicus 
The entire mass moved up and down with respiration gave a 
dull note on percussion and was free from pulsation The spleen 
was not palpable There had been no edema of the extremities 
or other abnormality 
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The laboratoo’ work gave a negati\-e ^\'■assermann. Blood 
count, reds 5,530,000; leukocj’tes, 10,900; hemoglobin, 78 per 
cent; pol>Tnorphonudears, SO per cent; agglutination, four 
minutes. The .v-ray examination was negative for dye tests, and 
a flat plate gave but a faint outline of the mass above described 



Fig 393 — Arrows indicate border of mass as shown l>\ r-raj 

(Fig 393) The final differential diagnosis included hydrops of 
the gallbladder, pancreatic cyst, bulging through the gastro- 
hepatic ligament, and subphrenic abscess, but favored the gall- 
bladder diagnosis because of the former histor>’. 

At operation, March 7th, under ethylene, a mid-line, Sloan, 
incision gave ample space for a thorough exploration of the upper 
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abdomen The stomach small, aowcled well down, and to 
the left but re\ealed no abnormahtj The li\er was crowded 
abo\e the costal border, was thin and appeared to be free from 
abnormahties The duct and head of the pancreas were mac 
cessible because of a tensie, cjstic mass about the size and shape 
of a football crowded between the h\er, stomach, diaphragm, 
and right lateral abdominal wall (Fig 394) The walls of this 
mass were free from adhesions sa\e for a small area on its an 
tenor surface where the transverse colon was attacked After 
freeing this adhesion the examining hand could be passed over 
the entire surface of this mass by crowding between it and neigh 



boring organs save posteriorly, where the mass appeared to be 
attached by a broad band The diagnosis was still in doubt and 
It was thought wase to undertake the removal of the mass by a 
two stage operation and its walls were sutured to the pentoneum 
(marsupialization) to prevent abdonunal contamination In 
sutunng the walls were found to be no thicker than heavy paper 
and there was some escape of pushke fluid with each suture 
puncture On evacuation over 2000 cc (2 quarts) of a thick 
white fluid was withdrawn together with numerous typical gall 
stones thus establishing the diagnosis Pathologic report 
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Specimen consists of numerous small yellowsh gallstones Pus 
from the gallbladder; Smear, few gram-negative bacilli; cul- 
ture, negative. 

The recover)' from the first operation was uneventful, there 
being profuse bile-free drainage, but good healing of the incision 
below the drain. 

Second operation- On March 21st, the fifteenth postopera- 
tive day, the blood chemistrj' and other laboratory work show- 
ing a satisfactory condition, the second operation was undertaken 
for the removal of the gallbladder under nitrous-oxide and ether 
anesthesia The original incision w-as reopened, the drainage 



Fig 395 — When removed at second operation gallbladder walls were very 
thick, non necrotic, and contracted Many stones were still present 

opening in the gallbladder was closed by suturing and per 
cent iodine applied to the field before opening the pentoneal 
cavity The gallbladder w'as found to have contracted down to 
about three times the size of normal and was free from adhesions 
with no evidence of necrosis of its walls A large stone com- 
pletely blocked the cystic duct near its junction with the com- 
mon duct, and many stones were contained m the gallbladder 
The other ducts and the head of the pancreas appeared to be 

VOL lO— -6d 



lOIO 


FOSTER K COILINS 


normal The orgin \\as rcmo\c(l aboxe the stone in the c>stic 
duct the stone remo\ed from the c>stic duct and t, tube sutured 
in the stump of the cjstic duct for drainigc The wills of the 
gillbhdder when opened (Fig 39o) Were found to resemble m 
thickness some whit the walls of a normal uterus ind the mind 
was that there could be such i degree of rccoacrj from the former 
great distention 

Pathologic report Gallbladder measures 13 cm m length 
b> 9 cm in wadth W all is grcatl) thickened and fibrous Serosa 
IS hemorrhagic Several degenerated areas are present in the 
walls Large number of small grajish black stones present 
Chronic cholecystitis and cholelithiasis 

The recover) from the second operation was uneventful 
Bile drainage was free for three days and had ceased entirely 
on the seventh day The incision did not break down m any 
portion and was fully closed on the twelfth postoperative <liy 
The patient left the hospital on the twelfth day — twenty eight 
from the first operation He was at his place of business a week 
later and has steadily gamed and been syrmptom free since 
Comment This case seems of interest not alone because of 
the extreme size of the gallbladder but also in that Us walls 
though distended to great thinness were found fifteen days 
after drainage to have recovered to such an extent without 
dangerous necrosis The progress of the case perhaps emphi 
sizes the advisability of two stage operations m extreme cases 
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CLOSURE OF BRONCHIAL HSTULA 

The patients of this senes whatever the beginning of their 
ailments may have been have offered in the course of their dis 
ease a common problem A persistent bronchial fistula 

Case I — ^IVIiss P 0 The first patient a girl of tvvent> 
three was referred b> Dr Julius Sherman on September 22 
1926 for an abucess of the nght upper pulmonarj lobe The 
abscess was opened and drained in December 1926 She had 
a storm> course complicated b> an empj ema and b} repeated 
violent hemorrhages from the abscess cavat> which were onlv 
to be controlled bv reopening the wound and compressing the 
lobe b> gauze packing After a > ear and a half recurrent sup 
puration and hemorrhage seemed finally to have ceased and 
Miss O returned to work A bronchial fistula in the an 
tenor axillaiy line showed no signs of closing, indeed the firm 
packing which was necessary m order to keep it air tight tended 
to enlarge the size of the opening 

On September 26 1928 an attempt was made to close it 
M> notes read The fistula is circumscribed and the scar opened 
The mamma is reflected mw ard The pleura is exposed at the low er 
edge of the w ound and with little difficult j the underlying lung is 
separated As one follows the lung around the edge of the open 
ing which measures about 2^ by 3 5 inches in diameter it becomes 
more and more difficult to recogmze the lung Tinallj after 
some trouble one sees that the lung exposed at first was the 
middle lobe and that the upper lobe containing the fistula is 
airless gray shnv eled and v ery tightly adherent to the pleural 
wall It being separated wath the utmost difficulty Finally the 

loll 
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neck of the fistula •\\hich leads into a bronchus about the size 
of a slate pencil is isolated Upon pinching it \Mth the finger 
the leak of air from the fistula stops A mattress stitch of 
chromic gut inserted at this place entirel) controls the 
leak The bottom of the trough, which %\as formed after 
splitting the fistula, is further obliterated by means of two 
or three chromic stitches The very thick interlobar septum, 
which IS firmly attached to the chest wall, is se\ered vnth a 
scissors A small iodoform pack is placed on the apex of the 
lung The wound edges are approximated ^vlth a few silkworm 
gut stitches The induration of the upper lobe was such that 
the fistula retracted tow ard the hilus in an unsatisfactory manner 
and the ultimate outcome is uncertain 

Followmg operation the patient contracted an upper res 
piratory infection, the fistula broke open and m December of 
1928 she was in statu quo ante 

A renewed attempt was made in November, 1929 JSIy notes 
read 

Procedure — On account of a persistent bronchial fistula of 
the nght upper lobe following abscess, operation is decided 
upon The abscess itself had, after various operations at this 
hospital, healed The patient had been free of sputum fe\er, 
and cough for months A previous attempt at closure of the 
fistula had proved unsuccessful, on account of the man} dense 
adhesions which did not allow of proper mobilization There 
fore a U shaped incision is made around the right breast, fol 
lowing the old scar, but curving downward m the midhne so 
as to expose the front end of the first, second and third ribs 
By pushing the breast downward, one brings the pleura coxenng 
the defect in the chest into view Separation of this from the 
antenor part of the nuddle lobe is easy, for the adhesions are 
here thin and easily separated The front part of the upper 
lobe IS also exposed without much difficult} After the fistula 
IS circumscnbed an attempt is made to free the back of the upper 
lobe to the rear of the fistula This proves a matter of the great- 
est difficulty the adhesions being so dense that the} make sepa 
ration by the finger impossible, and offer much resistance to the 
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scissors The lobe is finally freed ujth the loss of perhaps a 
pint of blood from pleural adhesions The fistula is then dis 
sected out from inside the lobe The fistula leads first back 
■ward and then downward toward the hilum It is dissected 
out graduallj the a essels being caught and the base of the bron 
chus closed with interrupted stitches of fine black silk The 
stump IS coaered b) folding the remains of the lobe oacr it and 
coaenng this again with the thickened pleura of the upper edge 
of the middle lobe The mamma is laid oaer the defect and held 
m place b> a few silkaaorm gut stitches 

After the operation which a\as conduct etl under satisfactor> 
anesthesia (as far as the depth of the anesthetic aaent) aaith 
sodium am>tal aided bj noaocame and at one time (to preaent 
cough) bj touching the bronchial lumen aaath a pledget of co 
came the patient was deepl> shocked The pulse was hare!} 
perceptible the blood pressure a\as so low that it could not be 
read and the skm a\ as of a a\ axj > elloav hue She w as returned 
tobedavhere at about 11 00 p ji the shock and fluttering pulse 
of about 160 continuing 500 cc of the mothers blood aaerc 
transfused into the patient according to the method of Kimpton 
Broaan 

The patients cona alescence aaas delajed bj an infected 
hematoma oaer the sutured upper right lobe The hematoma 
was drained The sinus closed and there has been no recurrence 
of this fistula 

In this patient are illustrated some of the difficulties that 
may arise at operation Closure of upper lobe fistulas is difficult 
fistulas of the lower lobes ordinaril> offer no trouble The upper 
lobe IS difficult to mobilize apical adhesions may be a ery dense 
and the atelectatic lobe itself exceedingl} hard and friable The 
keynote of successful closure of bronchial fistulas as of fistulas 
in general whether bronchial intestinal ureteral or what not 
IS perfectly free mobilization and this in a densely adherent 
shrunken fnable airless upper lobe ma) be aery hard to attain 

Case n — Mrs H K. The second patient is a Swiss woman 
who had a nght lower lobe abscess treated elseaahere b> multiple 
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small rib resections She was admitted to St Luke’s Hospital, 
where, on August 1, 1927, three ribs were resected and an abscess 
the size of a hen’s egg was drained. She made a prompt recovery 
and gained some 40 pounds. Cough and expectoration entirely 
ceased; she did her housework and considerable \vork on a ranch. 
The bronchial fistula, shown in the figure, was dressed by a rela- 
tive. Her dressings being irksome, she re-entered hospital for 
closure of the fistula. 



Fig 398 — Case II Bronchial iistula after abscess of right lower lobe 


My notes read (December 16, 1929): Procedure: On ac- 
count of an open bronchial fistula of the right lower lobe, 
following drainage 0 / a long abscess in a patient who had per- 
fectly regained her previous health, operation has been decided 
upon 

The fistula is circumscribed, the complicated star-shaped 
scar being excised with the fistula at its center. Evefynvhere 
about it is an adhesive pleurisy, but the meshes of the pleura 
are easily separated, and the fistula follow'ed to a point where it 
leads into two small bronchial openings The w’ound bed re- 
maining after its excision from the lung, and ligature of the two 
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abo%e named bronchial openings is closed wth interrupted cat 
gut stitches A h)er of pleuritic adhesions is sewm o\cr the first 
suture line and the uound is closed unth silhworm gut 

There is some air issuing from the wound so the sutures 
are removed in order to investigate It is then found that the 
air comes not from the lung but from a localized pneumothorax 
between the middle and lower lobes The wound is again 
closed 

The wound healed kmdlj The patient made an uninter 
rupted recovery and has remained well since 

Case ni — Miss L H The third patient is a woman of 
fifty three referred bj Dr Philip King Brown on September 24, 

1928 Her homblj foul sputum of which she coughed up a 
pmt or more dail> had bamshed her for >ears to the hfe of a 
recluse on a small chicken ranch She had a bronchiectasis of 
the left lower lobe and also of a part at least of the left upper, 
with a stenosis of the left major bronchus In October 1928 
the left lower lobe w as opened m sev eral ses-sions wnth the cau 
tery It contained enormous bronchiectatic c> sts with scarcel) 
any alveolar tissue The patient gamed weight and strength, 
the sputum decreased to about 100 cc per da> but did not en 
tirel} disappear On Julj 5 1929 therefore the polycystic 
upper lobe was collapsed by resection of the remaining seven 
upper nbs Hereupon expectoration ceased the sputum amount- 
mg to about la cc per day The patient returned to the country , 
where the large trabeculated cavity which represented the open 
cysts of the lower lobe was dressed by her doctor several times a 
week 

She re entered hospital for closure of the fistula m September 

1929 My notes read (September 30 1929) Procedure On 
account of a bronchial fistula remaimng in the left lower lobe 
after treatment by cauterization of a bronchiectasis, operation 
IS decided upon 

The patient is prepared with 2 grains of luminal J gram 
morphine and 1 150 gram of atropine, another 1/6 gram of 
morphine is addevl liter The nbs are anesthetized with novo- 
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came Dunng the anesthetic, after the lobe is freed the patient 
IS harassed by a constant cough This ceases after the open 
bronchial mouths are touched ^ith cocaine, and from now on 
the operation ma> be conducted almost without general anes 
thesia 

The lobe is freed with the greatest difficult} , dissection being 
fairly eas} posteriori} and betw een the lobe and diaphragm, but 
impossible medially between the pencardium and lower border 
of the upper lobe which makes operation difficult and separation 
of the pedicle unsatisfactor} After isolation of the pedicle as 
far as possible the open bronchial lumen is closed w ith mattress 
sutures of chromic gut Several large vessels are tied, and the 
remaining space is loosely packed with iodoform gauze 

The lobe cut open shows a surprising!} large bronchiectatic 
pocket which although its entrance scarce!} admits a straw, 
has a dependent portion about the size of a pullet s egg 

She made an uncomplicated recover} The wound healed 
rapidl} and the fistula remained closed She was seen in March, 
1930 The wound was healed except for a small sinus in the 
upper part of the scar The temperature did not exceed 99 F 
The sputum amounted to about 15 cc per day and came prob 
ably from the left upper lobe She has gained w eight and strength 
and leads a normal existence 

Case IV — Miss K N The fourth patient is a girl of tw enty 
who was sent b} Dr Doxey Wilson of San Jose In March 1928 
the left lower lobe which was the seat of a suppurative bron 
chiectasis was removed in two stages In August 1928 the 
lower portion of the left upper lobe which also contained sup 
puratmg bronchiectatic cavities was removed Following this 
second operation, cough expectoration, fever and sepsis dis 
appeared and the patient gained weight and strength She was 
incommoded considerabl} b} the dressings and packing that 
the large resulting cavat} required and asked that the fistula be 
closed On Jul} 26 1929 therefore, the left diaphragm was 
raised bv resecting the phrenic nerve Final closure was de 
laved until December of the same }ear On December 5, 1929, 
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a small section of the se\cnth to the second ribs but not of the 
first was remo\cd in order to fncihtite closure of the \cr) large 
bronchus 

On December 17 1929 the prcpirator% operation was fol 
low cd b\ closure of the fistula Mj notes read Procedure On 
account of persistent bronchial fistula after left lower Iobectom\ 
in a patient who is now free of cough sputum, and fc\er and 
after preparatorj thoracoplast 3 operation is decidctl upon 

^^lth not as much difficult} as was cTpccted the lung is 
separated from the pericardium the diaphragm and the nbs 
Its separation from the upper wound margin i c , the lower sur 
face of the left upper lobe offers more difficulta 

The bronchial fistula which consists of three larger bronchi 
with some intervening epithelium is extirpated from inside 
the remains of the lobe which contain it With considcrabc 
difficult) the air leak is stopped and the remains of the hilus 
covered The scar is united b> a few deep mattrcss stitches 
sealing off the pleura and two rubber drains are placed into the 
pleural cavitj 

Kimpton Brown transfusion 300 cc 

The patient made an uncomplicated recoverv The rlrain 
was removed in three or four da>s The wound healed kindlv 
and has remained closed 

Case V— Mr H L This patient a joung stu lent suffering 
from a poljcjstic disease of the left lung was sent me bv Dr 
James W ard The cjstic left lower lobe was opened and drained 
m several sessions with a Perej cauterv Sputum and cough 
having ceased an attempt was made to close the left lower 
bronchus which communicated anth an enormous collection of 
trabeculated cav ities 

M) notes read (Januai) 24 1928) Procedure The sac 
culaled and open lower lobe was dissected oft from the pencar 
dium and diaphragn to which it was attached parth with a 
knife partly with a galvanocauterj A thin lajer of aKeolar 
parenchyma surround e I the large pouches At the end of clis 
section two large bro ichial branches led into the left lower mam 
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bronchus These \\ere cut across, the vessels of the hilum \\ere 
tied and the bronchial mouths closed \\ith fine black silk sutures 
The soft parts the skin and the subcutis ^^ere loosened dropped 
in o\er the bronchial stump, and loosel> united A\ith silk^\orm 
gut sutures A transfusion as done on Februarj 7th 

The bo> made a good recovery and on March 12th was sent 
home with a small sinus leading to the stump of the left lower 
mam bronchus which still secreted a few cubic centimeters of 



Fig 399 — Case \ Large bronchial fistula remaining from opening of pol\ 
c)stic lower lobe (Drawn after photograph ) 

mucopus a day Since he has been at home a few black silk 
sulwtts have been discharged from the sinus A hpiodol lujet 
tion shows it to lead into the left mam bronchus No connection 
between the large c>st of the upper left lobe and the sinus is 
demonstrable 

Case VI — Mr H G The sixth patient, an Italian of thirtj 
fi\ e referred bj Dr John Gra\ es had a bronchiectasis of the nght 
lower lobe resulting from aspiration of a large mutton bone which 
had remained for > cars m his nght lower bronchus The bron 
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chiectaUc pouches were opened with i gnh anocauter> in sc\eral 
stages beginning October 6 192S Cough an(i expectoration 
ceased and the patient gained much weight 

On August 20 1927 mj notes rend The patient has a huge 
bronchial fistula The right mam bronchus is open and de 
bouches into the wound at about 1 centimeter from the bifur 
cation so that one can look directl) into the trachea In the 
distal part of the ca\at> which connects this bronchus wath 
the skin are a fen bronchiectatjc pouches containing pus He 
has some purulent sputum 

Procedure — Right sided phrcnectomj under local anesthc'^ia 
about 3 inches of the nerve are resected 

Then turning the man on the left side the junction of the 
skin and the mucous 1 ning of the bronchial fistula is circum 
scribed and the fistula dissected after the manner of Lebsche 
There is one larger vessel probably the mam arter> from the 
lower nght lobe which bleeds and is troublesome to ligate The 
mucosa at the mouth of the bronchus is exased and the bron 
chus closed with submucous stitches of fme black silk Lying 
over the lung is a loose pleura so that a good portion of soft 
lung may be sutured over the bronchus This is accomplished 
with another row of fine silk sutures taking m the thickened 
pleura The skin of the opening in the thorax is then freed from 
the underlying wound edges and inverted into the defect 

Operation was performed under satisfactory gas and local 
anesthesia aided at times by small amounts of ether 

This patient made an uncomplicated recovery and has re 
mained well since 

Case VII —Mrs H T Dr James Herring kindly asked me 
to see the seventh patient an old lady of seventy with a gangrene 
of the lung and a localized pyopneumothorax surrounding it 
The empyema was drained by a rib resection Large pieces of 
the right lower lobe sufficient to fill a teacup sloughed and were 
extracted from the wound with a sponge stick A bronchial 
fistula resulted I feared to let her go home with a drainage 
tube m her chest and a bronchial fistula as she lived at a dis 
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tance and as Dr Hemng had found it increasing!} difficult to 
insert the tube Operation was therefore undertaken with the 
object of removing enough of the chest wall to bring the fistula 
to the surface and make superficial dressings possible 

Procedure (May 7, 1930) In a patient in whom previous 
operation had been done for empyema following gangrene of the 
lung, and m whom the nght lower lobe of the lung had sloughed 
and had been removed at various dressings through the dram 
age opening, operation is decided upon on account of persistence 
of a bronchial fistula, and of the wish of the patient to be free of 
the tube 

An additional 2 inches of the previously resected nb and 
about 1\ inches of the next higher nb are removed posteriorly 
with the cautery, exposing a pleura about inch thick An 
area of this pleura, about 2\ inches long and 2 inches wide, is 
excised with a galvanocautery This exposes a fistula which 
leads directly through a httle tunnel m the lung into a small 
area previously visualized in the thoracoscope It contains 
perhaps a half dozen small bronchial mouths, the whole area 
being about the size of a dime 

The adjacent lobe is freed from the pleura and from the 
diaphragm where its attachments are vet} dense, and the scar 
surrounding the fistulous tract is united with a few catgut stitches, 
thus closing the fistula The resulting space is packed with 
iodoform gauze, and the skin edges approximated 

There is one small lymph gland the size of a lentil in the inter 
costal space which is remov ed for culture 

The patient made a smooth convalescence but gradually, 
some two weeks after operation it was apparent that the fistula 
had recurred, the patient expelled a httle air from the wound 
when she coughed or strained The fistula, however, was 
small The w ound w as clean and she w as discharged to her home 
with superfiaal dressings in the hope that the small opening 
might still close 

Case VIII — Miss R This patient, a girl of thirt> one, had 
a cough and much foul sputum following an attack of influenza 
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ten j ears before She had a bronchiectasis for avhich lobectom) 
was done in 1928 F apect oration and cough ceased 

On September 26, 1929, the fistula a\as circumscnbctl the 
lung freed from Us pkural attachments and the left lower bron 
chus closctl bj fine silk stitches J he upper part of the inasion 
was closed the lower left open with a small gauze pack The 
patient made an uncomphcatcil rcco\crj ami was discharged 
on No\ ember 13 1929 with a closed fistula 

Case IX Mrs A The ninth patient is a hou ewife of 
thirU two who four %cars ago attempted suicide b> shooting 
herself in the left chest bhc shot her left thumb olT and per 
forated the chest I luid collected in it a tube was inserted 
through which the fluid drained She was in hospital about a 
jear during which plastics were done on the thumb After her 
return home in October 1928 she miscarried twins in the sixth 
month of pregnanej 

Dr Fmma \\ diets and her staff of the Childrens Hospital 
were kind enough to mute me to see her in December 1929 At 
that time she had a large left sided pneumothorax with xerj 
little effusion She had a temperature of 99 to 100 F but no 
cough and no sputum 

I thought that either a tuberculosis or a high bronchial 
fistula underlaj the pneumothorax at the bottom of which the 
left lung lay totally collapsed A needle inserted into the pleural 
cautj demonstrated the presence of a bronchial fistula 

The chest was drained by a lower rib resection The bron 
chial fistula remained On Maj 24 1930 it was decided to at 
tempt to close It Procedure An incision was made in the old 
scar After opening the chest b> an anterior flap with a medial 
base, a number of small fistulous openings in the left upper lobe 
probably bronchi of the second order came into \aew The lobe 
was tightly adherent to the \isceral pleura and to the great 
\eins, It was impossible to free if so that \ pedicle could not be 
reached The trough containing the bronchial fistulas was 
therefore sht its walls united with catgut and this suture line 
reinforced with bits of pleura An iodoform gauze pack was in 
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serted between this pleural flap and the lateral thoracic wall 
Two weeks later a little air began to leak on coughing but the 
underlying lung has expanded and the fistula gives promise of 
healing spontaneously 

To drain the air passages of these patients most of w horn suf 
fered from a longstanding cough, profuse expectoration and the 
constitutional signs of chronic suppuration, seemed imperative, 
to close their drainage openings once suppuration had ceased 



was rather a matter of convenience than necessity They had 
all been discharged from hospital and allowed to recuperate 
from the drainage operation, cough and expectoration had ceased 
and the wounds secreted no more than the mucus which bron 
chial epithelium always secretes when exposed to the open air 
Most of them had large fistulas, communicating directly with 
bronchi of the second order at least, some in whom lobectomy 
had been done had fistulas of the main lobar bronchi These 
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patients were \oiceIess \\hcn the fistulas were not closed wth 
gauze packing W hen the fistula was open most of the respira 
tor> air came through the wound and not enough passed through 
the glottis to intonate speech Such patients were able to keep 
the glottis closed and breathe frcclj through their wounds 
Man> of them found thcdail} dressings irksome The dress 
mgs were constantl) subject to the pressure of the respirator) 
air stream and were difTicuU to hold in place The whistling 
noise of air escaping under the dressings was embarrassing Afost 
of the earners of these fistulas although gtcall) preferring the 
fistula to the cough, expectoration and bouts of sepsis that the) 
had been through were anxious to ha\e the opening closed 
Small fistulas resulting from the drainage of abscesses, usu 
ally close «;pontaneousI) The caxat) of larger abscesses, ahich 
it has been necessarj to pack hr a Jong time, retracts and epi 
thcJializcs, the epithelium unites with the skin of the chest wall 
and spontaneous closure is no longer possible 

Fistulas resulting from lobectom) rarely close, the lung re 
tracts the bronchial epithelium the epithelium of bronchiec 
tatic pouches and the skin unite The retracted lung takes on 
the appearance designated by Lebsche as “gndiron lung 
Large tough septa carrying blood \essels and bronchi stand 
out between numerous pouches and depressions At the apex 
of this multilocular sac are discoxerable wath more or less diffi 
culty one or more open bronchi A method of closure has been 
desenbed by Lebsche 

The patients are admitted to hospital and observed for a 
few da>s to make sure that expectoration has entirely disappeared 
and that the w ounds are clean Tw o hours before operation they 
receive 2 to 3 grains of lummal and one half hour before opera 
tion 6 to I gram morphine sulphate 

For lower lobe fistulas the patient is laid on his good side for 
upper lobe fistulas on his back The opening m the chest which 
m the course of healing has contracted considerably, is arcum 
scribed with a knife at the junction of the bronchial mucosa 
and skin this enlarges it to its onginal size Bleeding is incon 
siderable Once the resected nb ends are reached the pleural 
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adhesions fastening the lung to the chest wall may be separated 
by blunt dissection The edges of the bronchial fistula are 
caught by Allis clamps as they are freed. 

Fistulas resulting from lobectomy, or those resulting from 
extensive cautery operation in which merely the shell of a lobe 


t 


1 


J 

Fig 401 — "Gridiron lung" circumscribed at junction of skin and mucosa 

remains, are usually dissected out wthout great difficulty Ad- 
hesions to the chest wall are thin, separable by blunt dissection, 
and comparatively bloodless Those to the diaphragm are 
tougher and contain large vessels They bleed less if separated 

\0I, 10 — 65 
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with the giUnnocautcn in'itc'id of the knife Hemostasis should 
be accurate and all aessel^ sht>ukl \)e seaered bclnccn tv.o hga 
turcs I’encardnt adhesions and those between two lobes arc 
also hkelj to be dense Dissection proceeds until the pedicle 
IS reached Tlie large pulmonar> \csscls suppl>ang the opened 
lobe are ciught tied and sescred, a little lung tissue is left 



at the hilum to be used as a coa enng for the bronchial stump 
Small incisions into the pedicle alternate wath suture and liga- 
tion until the opemng of the bronchus itself is reached This is 
closed with interrupted stitches of fine black silk the knots 
tied toward the inside Tlie lobe is not entirclj seaered until the 
bronchus is closed and all the a essels tied The stump is then 
covered with whateaer remains of surrounding lung tissue or bits 
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of pleura The ca\aty left in the chest after remo\ al of the lobe 
looks surpnsingly large, but it is rapidly obliterated by a dila- 
tation of the neighboring lobe, and rise of the diaphragm Pre 
limmary phrenectomy will help greatly to obliterate the cavity 
left after removal of a lo\\er lobe, upper lobe cavities may be 
closed by paravertebral resection of a feu of the uppermost 
ribs The uound m the chest is closed except for a small rubber 



Fig 403 — Pedicle partnllj severed mam bronchus and large vessels exposed 

dram The sUn and soft parts are pre&sed into the chest by 
means of a large, soft rubber bath sponge, held in place by ad- 
hesive plaster strapping 

In smaller bronchial fistulas resulting from the drainage of 
large abscesses, the lobe containing the fistula is thoroughly 
mobilized by sevenng all its pleural adhesions, the edges of the 
tough membrane Iimng the fistula are caught and the membrane 
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IS dissected out from the lobe m ^\hlch it lies Dissection is 
bloodier and hemostasis more difiicult than in dissection of an 
entire lobe, for one is working here not in a comparati\ cly blood 
less pleura, but m the parcnchjma of the lobe itscU Numerous 
pulmonary \csscls leading to the fistulous tract require ligation 
Dissection and ligation proceed until the sac depends from one 
or two larger bronchnl branches These arc crushed and ligated 



or sutured with black silk, and the remains of the lobe sutured 
over them with se\eral layers of fine catgut The lobe should 
be handled gently The chest is closed except for a small rubber 
dram Gauze packing should not be used Fistulas in this 
senes failed to remain closed only in those patients in whom the 
intrapleural cavity w as so large and so stiff w ailed that it seemed 
safer to pack it rather than close the chest o\ er it 
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Techiucally, the operation, is not easy, neither is it dangerous 
Mortality \%as nil The drainage tubes ^\ere remo\ed m three 



or four days, the ^vounds healed kindly and the patients were 
dismissed from hospital in about two weeks 
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ACUTE NONHEMORRHAGIC PANCREATITIS 

Tire patient that ^ve have m the dime this morning is a fe 
male, forty years of age, a secretary by occupation Her father 
is Imng, but has organic heart disease The mother died re 
cently of cerebral hemorrhage One sister died of o\ anan cancer 

The patient’s historj is negative except that for seaeral jears 
she has had distress m the upper right quadrant of the abdomen 
Attacks came on at a frequency varying from a few dajs to a 
few months but they have been gradually getting closer to 
gether Sometimes these attacks would be manifest b> a dull 
aching pain At other times thc> were cramplike in character 
During the past year and a half these attacks ha\e sometimes 
been accompanied by nausea and \omiting At times she would 
haae distress thaf war relieved by food, soda, or magnesia 
When she woulH'aomit, the \omitus was sour contained mucus 
but no bile These attacks were sometimes accompanied by 
dizz) spells During the past three >ears the patient has lost 
30 pounds in weight About ten days ago the patient had an 
attack of se\ere cramplike pain in the epigastrium, followed by 
profuse perspiration This lasted but a few moments and was 
not accompanied by nausea or \omiting A wcel^I^ter the pres- 
ent attack began with intense pain in the epigastrium I saw 
her shortl> after midnight aLwhich time she was in bed and ap 
peared to be in great pam She described the pam as being dif- 
ferent from any pain that she had previously had She had 
tried taking food, but instead of relief it caused her to \omit 
She was well nourished Had a temperatur e of 10 0 5 F Her 
teeth showed evidence of infection THe~Eeart and lungs were 
normal Upon examination of the abdomen it was found to be 



1032 


J F\Rr hisi 


modcntcl) distended but without much rigidit) A mass was 
palpated nbo\c the na\el extending across the nudbne farther 
to the left than to the right I endemess w as found along the 
entire length of the mass There was also definite tenderness 
o\cr the gallbladilcr The patient was not aormting at the time 
she was seen Tlicre was no \asible peristalsis She was sent 
to the hospital as here no further information w as obtained except 
that the Graham Cole test aaas positive Here we have a pa 
tient gmng a definite h:stor> of gallbladder disease a dcfmitel} 
tender gallbladder a positive Graham Cole but in addition to 
this there is a mass extending transvcrsclj across the abdomen 
above the navel vvath a Ime of tenderness over the mass Since 
coming to the hospital her temperature has varied between 
99 4 and 101 F 

The anesthetic being used is cthjlene and oxjgen Tor the 
past four and a half jears we have been using this almost ex 
clusivel> In abdominal work, it is frcqucntlj reinforced vvath a 
very small amount of ether In m> judgment cth>lcne is as 
nearly a perfect anesthetic as we have at the present time for 
the patient is more nearly under the immediate control of the 
anesthetist With ethjiene the anesthetist can hold the patient 
just where she wants her to be In the case of an emergency 
the patient can be brought out in a verj brief time or brought to 
the point where she is just asleep or it the anesthetist is holding 
the patient where she is just asleep she can in an equallj short 
time place her suffiaentl> under for major work Eth>lene is 
particularl> of value in goiter surger> Since we have been using 
ethylene I have discontinued local anesthesia almost entirely 
Many goiter patients are nervous and unless one gives them so 
much preoperative sedative that they are dopj the> are apt to 
be very apprehensive during the operation and hence more sub 
ject to shock We giv e the patients 5 or 10 grams of \ cronal the 
night before the operation I gram of morphine 1/lSO gram of 
scopolamine an hour before and J gram morphine and 1/150 
gram atrophine a half hour before operation With proper 
preparation of the patient before the operation and with these 
preoperative sedatives the patient comes to the operating room 
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in a quiet manner and is put to sleep nith eth>Iene mthout any 
trouble As ne finish the operation, before closing the nound, 
the anesthetist awakens the patient sufficiently to permit her 
to gag two or three times in order to open up any vessels that are 
apt to bleed later Then without the patient’s realizing that 
she has been anake she is again put back to sleep and the wound 
is closed She is then again awakened so that we talk to her 
before she lea\ es the room after the operation For an abdominal 
operation such as this today it is frequently necessary to give 
just a very small amount of ether The amount, however, 15 so 
little that the patient does not ordinarily ha\ e much nausea 
We will now make a right rectus incision extending from about 
1 inch below the ensiform cartilage to a point a little below the 
navel The incision is made about the middle of the rectus 
muscle so that we may displace the muscle either way in expos- 
ing the upper abdominal viscera I am displacing the muscle 
inward as in this location I may explore both the pancreas and 
the gallbladder Although I see no evidence of apparent necrosis, 
the pai ^eas appea rs to b e about three times normal size The 
enlargement involves the entire pancreas and it seems to be 
enlarged m about the same proportion throughout its entire 
length The gallbladder is thmkened^nd contains^tones The 
problem now arises”ai~tb^vhat should be done We have here 
a patient who has had a gallbladder lesion for a long time as is 
shown by the history and the fact that there are stones in the 
gallbladder The p ancreatic involvement is of rece nt origin 
It IS possible that the patient did have a mild attack ten days 
ago, but she has clearly stated that the attack three days ago 
was different from anything that she formerly had, so I believe 
that that was the time of the begmmng of the pancreatitis 
As there is n o apparent necr osis, this probably means that there 
has been no necrosis of the pancreas Fat necrosis is due to the es 
cape of the fat enzyme produced in the pancreas The prop^ 
treatment for p an creat itisjs adequatejdrainage There are two 
chief methods of draining the pancreas The first is through the 
biliary apparatus and the second, the draimng of the pancreas 
Itself by placing cigaret drains or Penrose drains containing 
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g'luzc * 11)001 the pincrcas I thttik m this case nc had better 
do both because there pallbhdder in\oKtnicnt antedating 
the pancreatitis Tins is the swth patient \Mth acute nonhem 
orrhaRic pancreatitis ujxin nhich I base o{)oratcd In fneolthe 
&iv there nas Rallbladdcr disease antcdalinR th^pancrcatitis 
In one there nas not In the one m i\hich the pallWaddcr dis 
ease did not antedate the pancreatitis I p!acc<l drams about the 
pancrcis and the patient made a satisfaclorv rccoaen In 
cascb where there is a Rillbladeler disease I prefer to dram the 
galtbhddcr as well as to place drains about the pancreas We 
formcrij thought that in dnininp the gallbladder we would drain 
the pancreas Lot "Mann and Giordano hare show ^us t hat in 
onl> 45 per cent docs the common bile duct and the duct of 
Wirsung open m common throtijjh the papilla of \ ater and that 
in the^c in onlj 4 S pec cent is it possible for a stone to produce 
an obstruction that wall permit the regurptatlbn^ the bde into 
the pancreas Ihis probabh means tint we cannot dram a 
pancreas through the gallbladder in o\cr 4a per cent but as 
there are 45 per cent m which the two ducts open m common 
the draining of the bde would ha\c a tendenej to rchcac anj 
congestion that may occur in the papilla of ^ ater so that the 
pancreas could discharge more frequent!) through the duct of 
44 irsung 'Moreoa er it is quite possible that an acute pancreatitis 
secondary to gallbladder disease occurs onl> m this 4a per cent 
For that reason I belie\e it best to always dram the gallbladder 
if there is gallbladder disease I prefer draining the gallbladder 
rather than remoaing it although that may necessitate a subse 
quent operation Perhaps it would be better to remoae the gall 
bladder and dram through the common duct howcNcr 1 think 
that we get better drainage through the gallbladder than through 
the common duct and further should there be an obstruction 
at the ampulla that would need continuous drainage the gall 
bladder is available for anastomosis to the alimentary tract 
As^we open tlie g allbl adder w^find^that there are many 
s mall stone s 44 e will carefully remove them and then insert a 
tube which has been fcnestratciT This we hold m place by two 
purse string sutures phemg the first one around the opening 
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we have made m the gallbladder, tying it about the tube and then 
taking a stitch through the tube and tying it for the purpose of 
retaimng the tube for se\eral days We now pass this portion 
where we have taken the purse string suture doi\n into the gall- 
bladder wth the tube and take another purse string suture m 
order to prev ent a leak The reason for using the first stitch to 
anchor the tube in place of the second is that there might be a 
leak about the stitch going into the tube, and if e use the first 
stitch the leak ^vlll take place between the purse string sutures 
I usually bring the dram in gallbladder surgery out through a 
stab wound I do this because if we bring a dram from an in 
fected area through the line of incision we in\’ite infection along 
the line of incision In the process of healing there is always 
some serous exudate If we bring bacteria to this exudate they 
immediately begin to grow and are apt to extend along the whole 
line of the incision By cany mg these drains out through a 
stab wound the number of infected wounds has been greatly 
reduced 

In dr aining the p ancreas we expose it and place the dram 
in direct contact In the mvolv ement of the entire pancreas 
such as we have here, drams should be placed about the head 
and body of the pancreas When only the head is involved, we 
place them about the head only It is well with such an exten 
sive amount of swelhng of the pancreas as there is here to make 
some superficial incisions through the capsule in order to pro 
mote free drainage These should not be deep, however, be 
cause first, they will incur bleeding, and second, if we cut the 
smaller pancreatic ducts it will mean drainage of the pancreas 
secretion which may result in a variable amount of fat necrosis 
This IS not a serious factor so long as the mam ducts remain 
open In one patient with a partially ruptured pancreas and 
quite marked fat necrosis, rapid recovery took place following the 
placing of drains about the ruptured area 

In closing abdominal wounds I use double catgut, for in 
times past when I was using single gut I recall I had one patient 
m which the wound broke open, and upon reopera tion I found 
that the gut in the peritoneum had broken m the middle I 
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hi\c tnkcn the drains of the gallbladder out_through a stab 
>vound at the outer side of the incision I am going to bnng the 
pancreatic ilrains out however through the lower end of the in 
cision I do not bnng all the drains out through the same place 
because in the first place itistoo farawaj tocarrv the pancreatic 
drains to the stab wound and in the second place I do not want 
them to come out the same wound as I remove the pancreatic 
drains in fortj eight hours v^hllc the tube in the gallbladder I 
want to remain for a considerable time 

The v^ound is covered bj a dressing which I want jou tosee 
On each skIc of the abdomen we place these short stnps of ad 



Fig 406 — Note that the first purse strng suture shown in (a) goes 
through the tube on the left for the purpose of anchoring t The tube is 
then pressed down into the gallbladder and the second purse str ng suture 
placed If there is a leak from the opening in the tube the second purse 
string prevents escape of mater at nto the abdomen 

hesive plaster that hav e hooks such as are used on men s shoes 
for laces "We place heavy rubber bands across the abdomen, 
hooked at either end on these hooks The advantage of this 
dressing is that there is alwajs the same even support to the 
abdomen and we can easily unhook the bands for dressing or 
inspection of the wound Where adhesive plaster is used it has 
to be removed at each dressing In many patients with tender 
skm this results in the production of superfiaal ulcers Further, 
adhesive plaster gives the proper support to the abdomen only 
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when the abdomen is in the same position as when it is appKed. 
If the abdomen becomes more distended the adhesive becomes 
too tight and may cause considerable distress. If the abdomen 
becomes less distended the adhesive is loose and gives no support, 
whereas the rubber bands always give the same even support 
to the abdomen. 
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Fig 407 — strip of adhesive with hooks such as those used on shoes are 
placed on each side of the abdomen Fairly heavy rubber bands are placed 
between the hooks This gives steady even pressure regardless of the degree 
of distention of the abdomen 

I should like to review briefly the subject of acute pancreatitis. 
As we read the literature we find that it is customary to classify 
pancreatitis as acute hemorrha gic, sub acut e, and c hronic This 
patient upon whom I have just operated, according to that classi- 
fica^n, would have to be classifieds ^ subacute pancreatitis. 
But she had severe pain, she was acutely ill, and had a tem- 
perature of 101 F, at times By no stretch of the imagination 
could her condition from the clinical standpoint be regarded as 
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injthmg but an acute illness It is going to be necessary forus 
to rcMsc the pathologic classification of pancreatitis and abo 
some other diseases to conform to the clinical findings A patient 
to be acutel) ill has an acute disease 1 he fact that acute hem 
orrhagic pancreatitis is a more serious disease docs not mean 
that nonhcmorrhagic pancreatitis is not also an acute disease 
If w e do not w ish to speak of both as acute hemorrhagic pancrea 
titis we might u«e IJojd s suggestion of pancreatic necrosis for 
acute pancreatitis wath hemorrhage Personalh I prefer the 
classification of acute hemorrhagic pancreatitis, acute nonhemor 
rhagic pancreatitis, subacute pancreatitis, and chronic pancrea 
titis 

ChoIcc>stitis is an important factor in the production of 
acute pancreatitis As I said a few moments ago, this is the sutth 
patient that I ha\c seen In addition to this I ha\e studietl one 
other patient who was operated upon b> Dr W K Lmngston 
at the Countj- Hospital about a j ear ago Of these se\ cn patients 
fi\e had a chronic cholecystiti s antedati ng the pancreatitis In 
t^ the gallbladder appeared to be normal In re%aewang the 
literature this seems to be about the usual proportion Schmciden 
m his study of 1258 collected cases of pancreatitis found a history 
of gallbladder disease in 69 8 per cent Infection may reach the 
pancreas from the gallbladder through thejiancreatic duct from 
the common duct the lymiphatics or the blood stream Opie 
m 1901 reported the finding of a stone producing an obstruction 
of the ampulla of Vater so that bile regurgitated into the pan 
creas Mann and Giordano in a recent study found howc\er, 
that in only 3 5 per cent of all induiduals was this possible 
Archibald observed a spasm of the spTuncfeFof OddFiii a cat 
which would permit regurgitation of bile and in a postmortem 
examination a number of years ago, I found a stenosis of the 
ampulla of Vater so that the bile had to ascend the duct of Wir 
sung m the pancreas then cross through a large anastomosis to 
the duct of Santorini and be discharged into the duodenum 
through this duct (Fig 408) As a result of spasm or stenosis 
regurgitation of bile in the pancreas could take place m the 45 
per cent where the two ducts open m common As acute pan 
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Fig 40S — Drawing from specimen remo^•ed at postmortem Note the 
stenosis of the duct of W irsung with large anastomosis between the ducts of 
W irsung and Santorini, and the distention of the duct of Santorini to the same 
size as the duct of \\ irsung 

di^rent from any prcMous attack. There is a difference in the 
tj^pe of pain. Further on examination of the abdomen there is 
a difference in the tenderness In gallbladder disease tenderness 
is found o\er the gallbladder area and is aggra\ated when a 
finger is hooked under the liver and the patient is asked to take 
a deep breath In ulcer of the stomach or duodenum, the tender- 
ness is most marked at a single point, but in acute pancreatitis 
there is tenderness extending transxersely across the abdomen. 



1040 


J I \R1 1 Lsr 


This tcndcrnc s js prc«cnt cnrK I atcr ^\hcn the alxlomen has 
become distcmlctl and ‘lomtwhat n^,id jt is more difficult to 
chat Rcccntlj it the Count) Hospital I saw i patient with 
an acute hcmorrhapic pancreatitis whose abdomen had become 
di$tcndc<l and rigid before I «aw him At the time I saw him it 
was impossible to chat a transaersc line of tenderness but this 
was due to distention and ngidit) of the abdomen I behc\e 
that the line of tenderness would ha^e been found before this 
distention occurred 

The prognosis of acute nonhcmnrrhagic pancreatitis good 
Of the 6 eases that I ha%e studied a of m^ own and 1 of Dr 
Luingston s .all h a\c reco\ere<l The results from this tjiie 
differ radicallj from those of acute hemorrhagic panaeatitis m 
which the patients usuallj die ralitnts with acute pancreatitis 
should be operated upon earl) It w as a mistake to ha\e waited 
as we did with this patient howe\cr the mass was easily 
palpable that it did not seem possible that it was a pancreas that 
we were palpating 

It IS possible that acute hemorrhagic pancreatitis de\elops 
from the acute nonhcmorrhagic t)’pc and could be presented b) 
earl) operation 
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TWO CASES OF SEPTATE VAGINA, DOUBLE CERVIX, 
AND DOUBLE UTERUS 

We ha\e seen two such cases dunng the past few months, 
upon one of which we ha\ e operated 

Such cases are reported to be \ erj rare We question if thej 
are as rare as statistics re\ eal We behe\ e their supposed rantj is 
due to the ease with which the} may be o\erIooked If they 
are rare these cases should be recorded, if not, the reporting of 
them ma} aid others m diagnosing such malformations 

Case I — Mrs G B , aged tw ent} eight, mamed, came in 
complaming of severe backache Menstruation began at eleven 
years of age, was alwajs irregular, the flow alwa}s profuse, last 
ing from seven to elev en days and on some occasions eight w eeks 
Frequently after a cessation of one week she would begin to 
menstruate again Her back would alwa}s ache a few da>s be 
fore her periods She remembered having been confined to her 
bed when thirteen on account of severe backache and pain in 
the left abdomen At that time she thought “something rup 
tured in her left side, ’ after which she felt better For the past 
four or five years the backache has increased and the pam in 
left side has returned At various times while in college she 
was treated for d} smenorrhea, but receiv ed httle relief 

In September, 1928, she was mamed Since her mamage 
her menstruation has become a little more regular, occumng 
every two weeks and lasting from eight to ten da}s 

For the past three or four months her back has ached most 
of the time, and the pain has become more intense As a result, 
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she snics that she /eels all dra^yi^etl out L\co Uwe she 
•ivalks hst or '\ttmpts to run she fccl> a pam over her left ovatj 
The general ph>sical cvanunation uas cssontnlh ncgalne 
1 a^inaj A septate vagina was seen The 

septum was thin and vcr> clastic I he right canal was larger 
than the left In fact if the cvamincr were not \cr> alert the 
speculum woulil shp mto tins canal ami the left would not be 
seen Indeed this was what actualh happened when we first 
jn<;ertwl the sptculum The gnl> thing that made us suspicious 
was that the cervix which was of normal size and appearance 
angulatal to the left instead of being in the midlinc Kemoving 
the s/wcuJum and seeing the septum a smaller speculum was then 
inscrtccl into the left vaginal canal This cervix also of normal 
S17C was tilted toward the right and was ero led 

On bimanual cxanwinlion the nght uterus coul ! be palpatcel 
and was normal in si/e the left uterus was retroverted The 
left ovar> was enlarge I anti painful on pressure T he right ov ar> 
was normal in size 

The diagnosis of double vagina or to be more accurate sep 
tatc vagina double cervix double uterus retroversion of left 
uterus and cystic degeneration of left ovary was made 

0/>eratie» “ The cervices were exposed and dilated and the 
uteri curetted The left uterus contained a thick soft endo 
melnum and the cervix was defmitelj eroded On the nght the 
organ was apparently normal The septum was then removed 
b) t-xcision and suture 

A nudline laparotomj was performed exposing a double 
uterus the halves being equal in size with the urachus passing 
between the two boihes to the umbilicus The left o\ar> was 
enlarged and cystic It ruptured dunng manipulation Supra 
vaginal hysterectomv was done on the left side removing the 
left tube and ovarj at the same time ITic ab lomen was other 
wise normal 

Pathologic Meport —Gross '—Ldt uterus small about 4 cm 
m length muscle wall firm The fallopian tube is distorted due 
to peritoneal bands of adhesions but is not enlarged No recent 
acute inflammation Ovarv Urge fibrous and cj Stic 
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Microscopic . — Sections of the uterine mucosa show thin 
mucus membrane in which the interstitial tissue is fibrous and 
the glands are small. Muscle wall normal. Sections of the left 
tube normal except thickening of the peritoneal coat Sections 
of the left ovary show moderate diffuse fibrosis and cystic de- 
generation of some of the follicles. Sections of curettings from 
the right uterus same as left. Right uterus not submitted for 
examination. 

Pathologic Diagnosis . — Cystic left ovary. Peritoneal thick- 
ening of left tube. 

Postoperative Note . — The patient has made a very smooth 
and uneventful recover}'. She has gained steadily in strength 
and in weight and menstruated twice since the operation, the 
last menstruation being so painless that she telephoned us that 
she “was experiencing the first normal period in her life, not 
having an ache or pain, not knowing that she had a back and 
never having felt better in her life.” 

Case II. — A woman nineteen years of age has been married 
twice. Coitus during the first marriage w’as very painful. She 
has never conceived Menses, which began at twelve, have al- 
ways been irregular Several times she has missed a period, 
and again they have come every two weeks Recently they 
have been rather regular. Tw'o days preceding menstruation 
she begins to have pain through her pelvis which increases in 
intensity The flow is free and formerly lasted from four to six 
days, but recently from four to eight days. Ever since she was 
ten years old she has had “terrible backache once or twice a 
week” coming on particularly if she got tired. She has always 
attributed her backache to an accident w'hich occurred at the 
age of ten when she fell off a hay wagon She now complains of 
constant frontal headache and pain in the back. 

Upon examination the vagina was seen to be divided by a 
septum The right canal was twice as large as the left. The 
cervices were rather small, of equal size, and were not eroded. 
The bodies could be felt on bimanual examination. 

Embryology.— The invaginations which form in the perito- 
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ncum oo\.<nnR the wolHian ntl},c after the mesonephroi has 
reachetl the height of its dcselopment are the beginnings of the 
mUllen'in <lucts 1 he fotrowg ducti become thsconnccted (toro. 
the peritoneum except at one smili point and continue to grow 
as tiso rods of ccUs b> probfcration of their ends The', 
acquire a tumcn s%hich dc\ clops throughout their length 

In ctnbrjos of 22 mm or thereabouts thc^ ha\e acquired 
their full length and fmanj fuse together at their lower ends to 
form the uterus and vagina the upper portion remaining sepa 
rate to form the (allopian tubes 

\anous forms of anomal) maj occur owing (o either tmper 
feet development of the muUenan ilucls or various degrees of 
failure m fusion 



The most extreme abnormahtj due to defective blending of 
the ducts 13 double uterus or uterus didclphjs in which there 
are two complete organs I>ing side b> side Each mullcrian 
duct in this anomal> forms a perfect uterus with cervix and 
fundus but with onl> one cornu one fallopian tube and one 
round ligament 

Either of theve uten ma> be functional^ perfect, pregnana 
and paitUTilion ina> therefore occur normaUj On the other 
band, cither of the organs may be imperforate or nidimentar) 
The vagina is formed by the coalescence of the lower portion 
of the ducts and the absoiption of their median walls 
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The failure of fusion or of the absorption of the median wall 
results in the septate uterus which not uncommonI> occurs with 
uterus didelphys 

A complete double \agina ha\nng two canals, each opening 
into an external \nilva of its o%\n, is \ ery rare and only this type 
of malformation can be properly termed a double \agina 

The septate vagina is less rare, the partition seldom dividing 
the passage into exactly equal hah es, coitus being usually con 
fined to one side 

Symptomatology — The symptoms of this condition may' be 
neghgible It becomes a pathologic entity only when a more or 
less physiologic function, such as menstruation or pregnancy, 
IS in progress Indeed, most cases are disco\ered when the oh 
stetrician is confronted by some difficulty in the termination of 
pregnancy When dystocia occurs, it may endanger not only 
the life of the child, but also that of the mother It would seem 
singular that any symptoms the mother may have are seldom 
attributed to this developmental defect This condition may 
be much more frequent than so far recorded, and a woman 
possessing this malformation may bear children without diffi- 
culty and spend her life in blissful ignorance of her condition 
However, the uterus didelphys, bicornis, bilocularis, septus, etc , 
all depending upon the degree of fusion of the mullenan ducts, 
leave the organs of generation m an imperfect state Indeed, 
the appendages of such a uterus or uten are most always in a 
state of chronic inflammation and constitute a most fertile field 
for the invasion of bacteria 

Diagnosis — In making a vaginal examination if the fingers 
are inserted at right angles to, rather than in axis of, the vaginal 
canal one is less hable to overlook this condition It is interesting 
to note that in both of our patients the anomaly was overlooked 
during bimanual examination on different occasions by other 
physicians As De Sa has said, “It might be held that a double 
uterus would easily be detected by the vaginal and bimanual 
examination, yet, it is a matter for surprise that most of such 
cases ha\e been detected durmg operation The probable ex 
planation is that the gynecologist does not think of such an 
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CONTRASTING CLINICAL FEATURES OF ABSCESS OF 
LIVER AND SUBPHRENIC ABSCESS ILLUSTRATED 
BY TWO CASES OF EACH IN THE HOSPITAL AT THE 
SAME TIME 

Multiple abscess of the liver m my experience has fortu 
nately been rare having seen only 3 cases Subphremc abscess 
IS more frequent Either condition may follow disease or opera 
tion on the stomach duodenum gallbladder and especiall> the 
appendix IMultiple abscess of the liver is a portal pyemia 
A septic thrombus m a branch of the portal vein is the source of 
the pathology Gangrenous appendicitis operations on the in 
testinal tract inflamed hemorrhoids operations for hemor 
rhoids daily offer thousands of opportunities for septic portal 
thrombosis However vve infrequently see multiple abscess of 
the liver Subdiaphragmatic abscess may be located in front or 
behind either the right or left lobe of the liver Since the rup 
tured appendix and perforating ulcer of the duodenum are com 
mon etiologic factors abscesses around the right lobe are much 
more frequent Multiple abscess of the liver is quite umformly 
fatal Subphremc abscess is amenable to surgical treatment 
Hence it is essential to differentiate clinically these two serious 
hver comphcations The following 2 cases are offered to make 
this distinction outstanding 

Mrs H aged thirty eight was operated October 3 1928 for 
gallstones She had recovered from an attack of acute colic 
one Week before A cholecystectomy was done three cigaret 
drains were placed in the bed of the gallbladder Pathologic 
diagnosis was subacute cholecystitis The first week of the con 
■valescence was a little more stormy than the average Tempera 
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turc OS to 100 r pulse IK) to 120 Second ’ttccl^, tcmpcratare 
was 100 to 102 5 I' , pu!s.c 120 to ISO 1 hero was some bile JeaV- 
age Patient had sescrc pam in nght sule of abdomen 

Tor sc\ era! weeks patient hatl tcm|>cfalurc from 99 to lOt F , 
some periods for a few da\s temperature would remain IkIovt 
100 I Pulse was constanllj rapid She complaincil of pain 
and tcmlcmcss over her liver November 4th the x-ray showed 
some fluid at the base of right chest am) a small amount of clear 



fluid was aspirated "1 here w as no change m patient’s condition 
November 16th an exploration for subphrcnic abscess was 
done An incision was made m right axillary line under nbs, 
but no pus was found The original gallbladder wound was re 
opened and a little pus was found m the galiblavlder bed Ctga- 
ret drains were used Temperature and pulse remained high 
for the next four weeks x Ray of chest and phjsical examinx 
tions were repeated The patient graduall) looked worse tern 
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perature and pulse a little higher. We believed we were dealing 
with a subphrenic abscess. We apologetically used large as- 
pirating needles on two different occasions to locate the abscess, 
but found none. Repeated urinar>’ and blood examinations 
were of no significance December 20, 1928 we exposed the dia- 
phragm by an incision between the ribs and opened a small 
subphrenic abscess, containing a few ounces of pus Gauze 
drain was used. The incision in the anterior chest wall was made 
at a point that had pre\'iously been determined as most tender 
Pleuritis had isolated the pleural cavity at this point The pa- 
tient’s temperature dropped to normal and so remained Janu- 
arj’ 1, 1929, she left the hospital in good condition She never 
had chills. The fever was const anti}’ above normal and pain was 
present until the subphrenic abscess was opened. 

Mr. E., aged forty-five, was operated on October 13, 1928 for 
a gangrenous appendix. The history of acute appendicitis was 
classic, e.xcept for repeated chills twelve hours before operation 
We are inclined to regard chills in appendicitis as indicating that 
the infection has e.xtended beyond the appendix At the opera- 
tion, attention was called to the histor}’ of chills and the possi- 
bility of serious complications of some sort were suggested 
Convalescence the first ten days was a little troublesome, due 
to infection in the abdominal incision. There was moderate 
fever and slight abdominal tenderness The edges of the skin 
were separated, a small amount of pus escaped. However, tem- 
perature and pulse and general condition of patient did not im- 
prove. 

Twenty-one days after surgical operation patient had a 
severe chill with temperature going to 103 F., sweating and sub- 
normal temperature in a few hours Chills, high fever, sweats, 
and subnormal temperature at irregular hours were daily ex- 
perienced for the next eight weeks until death. A few times for 
two or three days the temperature would not go above 101 F., 
and the chills would be light. At other times there would be two 
severe chills in twenty-four hours uith a temperature range of 
105.8 to 93.2 F. in a few hours. Variations of 10 degrees in 
temperature wathin six hours were noted several times. There 
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ttis no pnin inrl pncticallj no tenderness Q\cr the abdomen or 
Incr There «as some tnnaitton and j^rtat i\cakness The 
last week or t«o of life there was slight icterus TTie pulse re 
maintd rclatncl} good and did not \at> in r''te to corrcspnd 
with the temperature \ few daj's after the onset of the chills 
a defimte diagnosis of multiple abscess of the h\cr was made 
ISumcrous consultants concurrcif in the diagnosis 

In one prcsaotis ease i f multiple abscess of the li\cr we had 
cmplojcd mcrcurochrome (1 percent) intrastnou !> with a cure 
This CISC we reported in detail in Slrgk \l Clinics op Jnortii 
Amlric\ October 1924 With the above case as a guide we 
determined to gi\e mcrcurochrome a thorough trial Between 
November lOth and December 21st 200 cc of I per cent mcr 
curochrome were given intravenous!} 20 2a and 20 cc at a 
lime jSo appreciable effect on the patient was noted Dailj 
examinations of the unne were made On entrance there was 
2 per cent albumin m the urine it varying from 06 to 2 per 
cent dunng his entire sickness Casts were present in small 
numbers in most of the specimens but the mcrcurochrome did 
not change unnarj findings m the least The blood picture vvas 
consistent with the infection — leukocjtosis and finally grave 
anemia 

Autops} showed old septic thrombus occluding ihocolic 
vein multiple abscesses of the liver Liver weighed 2700 grams 
The liver substance was nearlj displaced by abscesses of all 
sizes from microscopical to one large enough to hold 6 or 8 ounces 
of pus One small abscess m the left lung indicated that the hv er 
had fairly well succeeded in segregating the septic process The 
marked parenchymatous degeneration of the kidnej's could be 
due to the long infection of two and a half months with mer 
curochrome as a possible /actor However the patient never 
showed an> signs of mercurial poisoning 

We xni'tf Vwo xA W* ttim-paTaVAe \mipMiiViVit. 

and pulse charts in these 2 cases The sawtooth steeple 
temperature curv es with sudden great variations of the multiple 
abscess of the hver contrast strong!} with the more continuous 
and constant curve of the subphremc abscess 
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To summarize: 

"Muluple Abscess of Ltver 
Complicates disease or operation 
on gallbladder, stomach 
or intestinal tract 
Severe chills at irregular intervals 
Profuse sweating irregular, 
high fever, and sub- 
normal temperature 
No pain 

Very little or no tenderness 
Prognosis quite hopeless 


Subpkremc Ibscess 
Same 
No chilb 

No drenching sweats temperature 
continuous and onl> occasion 
alii slightlj below normal 
Much pain 

Considerable tenderne«s 
Prognosis fairlj good if abscess is 
drained 
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From the Department of Surgery, Stvnford Univ’ersity 
Medical School 


THE TREATMENT OF PERSISTENT PAROTID FISTULAE 
BY AVULSION OF THE AURICULOTEMPORAL NERVE. 
REPORT OF TWO CASES 

Actimg upon a suggestion contained m the physiologic 
writings of that highly original thinker, Claude Bernard, Rene 
Leriche^ in 1914 avulsed the auriculotemporal ner\e for the 
cure of a parotid fistula following a knife wound of Stenson’s 
duct Since that time several writers’ ^ have corroborated 
Lenches observation that such fistulae may be controlled by 
interruption of the secretory fibers reaching the parotid gland 
by way of the auriculotemporal nerve 

The parotid gland receives secretory nerve fibers from two 
sources, the cerebrospinal and sympathetic systems Bnefly 
the course of the cerebrospinal secretory fibers is supposed to be 
as follows Originating in the nervus mtermedius, the fibers ac 
company the glossopharyngeal nerve to the tympanic plexus 
Hence the fibers are carried by the Vidian nerve to the otic 
ganglion, and from this ganglion by a communicating branch to 
the second div ision of the fifth nerve and thence b> w ay of the 
auriculotemporal nerv e to the parotid gland 

The sympathetic fibers to the parotid gland issue from the 
spinal cord b> way of the upper three anterior dorsal nerve 
roots, thence to the stellate, inferior, and superior cervical gan 
gha From the latter ganglion, a fresh relay of nonmedullated 
fibers travels on the walls of the branches of the external carotid 
artery to the parotid gland (Starhng) 

Stimulation of the cerebrospinal fibers is said to provoke a 
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copious thin nater> ‘salna uhereas stimulation of the sym 
pathetic fibers produces a thick \isad and scant} sah^ a Elun 
ination of the copious ^\ater} secretion b} section or a\nilsion 
of the auriculotemporal none viiIl permit a fistula to close 

The nerve 15 approached through a ^c^tlcal inasion 3 cm 
long lying in front of the car The vertical portion of the tern 
poral arter} is ciposed first Parallel and behmd this arterj runs 
the extraglandular part of the nerve distal to the gland The 
nerve IS then followed central!} and about 4 to 5 cm of the nerve 
isolated with division of the fibers entering the gland The 
central end is slowlj avnilsed Points of particular importance 
in the course of the operation are first to seek the nerve just 
postenor to the temporal arter} not medial or deep to it and 
second to isolate the central and deep portion of the nerve so 
as to secure all branches to the gland otherwise secretion may 
recur Secretion ma} continue for sev eral da} s and then gradu 
all} cease 

The operation is only intended when other operations are not 
indicated Immediate wounds of Stenson s duct should be re 
paired by resuturing the duct or b} stitching the central end to 
a new opening in the inside of the cheek Treatment with the 
X ra} may dry up the secretion of a gland and therefore cure a 
fistula but the danger of fibrosis and possible interference with 
the functioning of the facial nerve which passes through the 
gland IS presented b} x ray therapeutists as a contra indication 
to Its use 

The following cases illustrate the application of the operation 
of Lenche 

Case I — AI B a laborer sixt} six } ears of age admitted 
to Lane Hospital September 1929 complained of an ulcer of 
the right face of twenty two }ears duration Two previous m 
complete treatments with radium in 1921 and 1923 had failed 
to heal the ulcer On this admission there was a large ulcer 
ov er the right zygoma 4^ by 2 cm in diameter with paralysis 
of the upper branch of the facial nerve and partial destruction 
of the zygoma The ulcer was excised with a cautery together 



A\ULSION OF TIIE AURICULOTEMPORAL NER\E IO57 


mth a part of the z>goma The ^\ound \Nas subsequently ep 
ithehahzed by the application of seventy two small, deep grafts 
to the granulating surface of ^\hlch seventy one grew During 
the heahng process, howe\er, the patient complained that i\hen 
eating “water ran off the side of his face “ Examination re 
vealed a fairly continuous stream of clear watery secretion com 
mg from a granulating area at the lo^^er border of the wound 
WTule eating the secretion v,as greatly increased 

On No\ ember 14, 1929, the operation as described abo\e 
was performed, though rendered quite difficult by encountering 
considerable scar tissue just anterior to the ear About 1 inch 
of the nerve was removed During the first few da>s the se 
cretion continued, but in constantly diminishing amounts, and 
by November 19th the sahvary secretion had entirely ceased 
A note on December 4th stated that no salivary fistula remained 
and that heahng was almost complete 

Case II — C M V , aged fifty six, entered Lane Hospital 
February 12, 1929, with an extensive carcinoma of the floor of 
mouth invading the antenor base of tongue as well as the jaw 
At operation, the entire tongue and the jaw from angle to angle 
were removed together wnth glands down to the bifurcation of 
the carotid artery A stormy but gradual recovery occurred 
and in January, 1930, he returned stating that he wished to re 
sume his work as cobbler, but that he was prevented from doing 
so by the profuse salivary secretion which dnpped constantly 
from his mouth in a thin watery stream, particularly profuse 
and annoying w hen he tilted his head slightly forward Examina 
tion showed that most of this secretion was coming from the 
parotid duct onfices at the rate of a drop a second, suggesting 
at once the possibihty of reducing the amount of bilateral re 
section of the auriculotemporal nerve 

Accordingly on January 18th, the auriculotemporal nerve 
was avulsed on both sides with fair ease Within twenty four 
hours the secretion was much reduced and wnthin forty eight 
hours the mouth appeared to be quite dry The patient him 
self stated that the secretion was not only less but the little 
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that appeared seemed to be much thicker m consistcnc> The 
rliminution m secretion has continued to the present time 
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Queen's Hospitm., Honolulu, T H 


THREE UNUSUAL MANIFESTATIONS OF INFECTION OF 
THE LYMPHATICS 

During the past fe\\ >ears there ha\e come under obser\a 
tion 3 cases of infection of the I 3 mphatic s^ astern presenting man> 
points of interest as to their rant\ , pathogenesis, diagnosis and 
treatment 

Case I — ^Elephantiasis, caused b> the Filarn, is endemic in 
Samoa, Fiji, and other islands of the south Pacific The Ha 
\\aiian Islands ha\e alwajs been free from this disease There 
ha\e been a fe^\ cases of elephantiasis reported here but in these 
instances the disease has been contracted in foreign parts 

The arri\al of a patient at the Queen s Hospital Honolulu 
presenting the appearance as sho^vn in the illustrations was the 
occasion of surprise and speculation as to whether we had to 
deal with elephantiasis tropicum due to the Filaria bancrofti 
Or with the so called “elephantiasis nostras streptogenes ’ 

The man was a natu e Hawaiian, thirt} siv y ears of age who 
has li\ed all his life m an isolated distnct on the island of Ha 
'^aii He has ne\cr been to school and his mentalit> was so 
poor that it was impossible to obtain an accurate historj Fol 
lowang whooping cough m childhood he has never been able to 
^^alk without assistance About the age of fifteen vears a 
gradually increasing sw elhng of the scrotum w as noticed About 
this time abscesses appeared m the neck^ a^xilla, and groins and 
discharged pus off and on for several jears The scrotal tumor 
continued to increase m size, but on account of fear and igno 
ranee no attempt was made to better his condition Finall>, 
after the tumor had been growing for twenty -one years, he was 



1 -IIJ — ^(a^n^t^oth "icrotiJ tumor '•eight Jiff 98 pounds I nne dribtil'W from 
stiicssa sWujng ort ani^rjor 8six?n of tomor near {wturn* » left foot 



F«g 412 — Patient supported tn erect position she's tnii loi»cr end of tumor 
extending ncU below knee 
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discovered by Dr Warren White of the Shnners Hospital, who 
arranged his transportation to Honolulu 

The photographs illustrate the condition better than a 
description. The longitudinal circumference of the tumor was 
6 feet, 5 inches, the transverse circumference was 4 feet, 6 inches 
The skin was much thickened and furrowed espeaall> at the 
most dependent portion, and thinner and approaching normal as 
it neared the body The sheath of the penis was incorporated 



Fig 413 — Posterior aspect of tumor showing bulk almost equaling weight of 
patient 

in the scrotal mass, and the urine dribbled from a crypt formed 
by the prepuce being drawm in and inverted as shown in the 
illustration The mass was firm on palpation wdth areas of 
fluctuation present Skin sensation was not impaired There 
was a strong mawkish odor As a precautionary measure the 
presence of any coils of intestine in the mass w'as ehminated by 
x-ray photographs following a barium meal 

There was a corneal opacity wdth blindness of right eye The 
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leg muscles vcrc atrophjctl ^\lth partial flicad paralysis and 
loss of reflexes These s}mptoms were asenbed to s>-philis 
The neck, axilhe, and groins showed numcrou'. scars The 
scars of the inguinal regions were cspcaall> prominent 
Repeated blood examinations showed no fdana The^\as 
sermann reaction was 4 plus and there was a marker! secontlan 



Fig 414 — Six weeks after operation pat ent is learning to walk with crutches 


anemia No eosinophilia was present The urine showed al 
bumin and pus 

The weight of the patient was 215 pounds It was estimated 
that the tumor weighed almost as much as the rest of the patient 
The problem was how to separate the tumor from a sickl>, 
syphihtic bod> without a fatal outcome A month was gnen to 
preparation Antisjphilitic treatment was instituted with good 
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feeding and efforts were made to cleanse the skin of the tumor 
with hot water and green soap. 

The operation of excision was performed almost entirely 
under local infiltration anesthesia of 0 5 per cent novocaine A 
small amount of ether was given near the end of the operation 
when the patient showed signs of shock and speed was neces- 
sary. The tumor w’as made up of vascular connective tissue 
with little pools of fluid scattered throughout Manson aptly 
describes these tumors as “a mass of lax, blubbcry, dropsical 
tissue in which testes, cord, and penis are cmbeddefl ” Only 



tig 415 , — Photograph taken from a '‘mo\ie” film four years after operation 

one testicle and cord were present The penile urethra was 16 
inches long The tissue was very vascular and every clamp in 
the surgical department was in use During the operation hypo- 
dermoclysis of normal saline solution w^as maintained and the 
patient was encouraged to drink w'ater and, in fact, drank eight 
glasses Considerable shock developed at the end of the opera- 
tion, but the patient responded well to treatment and made a 
good operative recovery. Two da>s after the operation the 
patient weighed 117 pounds, thus making the weight of the tumor 
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with Its Until contents approximate!} 9S potmds^ a sum withia 
19 pounds of equaling the entire bod) weight 

On account of the poor condition of the patient no attempt 
was made at the operation to re form the penis The flaps were 
suturetl together with drainage and a catheter was inserted into 
the bladder Sue months liter when the patient had received a 
course of anlisjphihtic treatment, had gamed 30 pounds and 
was walking with crutches a phstic opcntion wis performed 
Utinir) control wis not rcgiincd for sdcral months, but when 
patient WIS discharged from the hospital eight months after 
admission good control was present 

Microscopical examination b) Dr G A Batten The sec 
tions eximined arc made up largel) of \ erj loose, poorly cellular 
connective tissue, composed of naanj crossing fibnllar bands 
In some areas there arc numerous blood vessels with thickened 
w alls There is almost a total absence of fat, onl> a few scattered 
fat cells being found m one of the sections examined The sur 
face IS covered with a ver) thin, black pigmented 
epithehum The papillae arc low and fine There is marked 
round cell mftltration beneath the epithelium elsewhere through 
out the tissue 

Was this a case of filana? As filana does not exist m this 
group of islands and our nearest filana neighbors arc several 
thousand miles awaj , it is not hkel> Besides the man Uved all 
his hfe m an isolated district where a case of elephantiasis has 
never been seen The absence of Idanae m blood examinations 
IS not significant According to Afanson, it is unusual to find 
fdanac m the bkiod m elephantiasis as the disease ptoduang 
filanae have died or the obstruction of the lymphatics prevents 
the filanae from entering the circulation 

The numerous scars m the neck, axillae, and particulanl) in 
the groin lead us to think that the scrotal enlargement was due 
entirely to an infective process following blocking of the inguinal 
lymphatic s>stem 

In the Johns Hopkins Hospital Bulletin, 1921 xxxii, 309, 
Professor \\ S Halstead has written most mterestingl) on the 
swelling of arms after operations for cancer of the breast He 
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expresses the conviction that infection is the overl>ing cause of 
the swellings when the main Ijmphitic channels have been 
blocked by operation The infection ma> be so mild as to escape 
observation The report is made of a patient who developed a 
large scrotal tumor after the remov al of the 1> mphatic glands of 
both groins Attacks of redness and increased swelling accom 
pamed by constitutional disturbances had occurred once or 
twace a jear and the scrotal mass although somewhat reduced 
m size had persisted for forty jears The clinical and experi 
mental evidence as to the influence of streptococcal infections 
m the production of elephantiasis has been abl> set forth b> 
hfatas who is quoted m this article In order to bring about 
the hypertrophy of the connective tissue which is the distinctive 
feature of the true elephantiasic state the impediment to the 
lymphatic and venous drainage is not sufficient Infection with 
pathogemc organisms espeaally those of the streptococcal type 
are essential in the production of permanent alterations in the 
vasculolymphatic apparatus of the skin and its underlying con 
nective tissue 

The following follow up report is made by a competent ob 
serv er four years after the operation The man s general health 
is good He suffers from occasional headaches (syphilitic^) 
It IS necessary for him to use crutches He has full control of 
his bladder and there is no indication of any recurrence of the 
scrotal tumor 

Case n — Pseudocancer of the Colon — In the medical litera 
ture at my disposal very little mention is made of inflammatory 
tumors of the intestine resembling mahgnant growths in gross 
appearance and causing obstructive symptoms A metastatic 
tumor inflammatory m ongin obstructing the sigmoid colon is 
of sufficient interest and rarity to be brought to your attention 

The patient was a woman forty four > ears of age who has 
always enjoyed good health with the exception of the condition 
which now bnngs her to the hospital Sev enteen years ago she 
underwent a difficult confinement m a mainland city and as a 
result of childbirth injuries has suffered from prolapse of the 
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rectum c\ cr since 'J he hon tl ah\a>s protruded after an wcu 
•ition to the extent of 2 inches or more, but she has ah\a}s been 
able to rephee jt She has nexcr been wilhng to undergo an) 
attempt at a cure 

Ihrce xvccks ago she had a painful moxement, pisseil some 
blood the bowels became constipated and she hail some fexer 
A fissure in the anal region was tliscoxcrtt! and was treated bj 
rest ami hot compresses In three or four (la>s there xias so 
much improvement tint she was up and around as usual She 
feft perfcctf) wef/ for two wcef^s then she began tohaxc pain in 
the left line fo^sa and became nauseated Ihc next daj she 
vomited had a chill and rise of temperature of I to 2 degrees 
llie symptoms became worse Ilje loner bowel was cleared 
out b> encniata but no further evacuation of gas or feces was 
obtained The increasing tenderness in the left line fossa ab 
dommal distention jvcrsistent nausea, and vomiting all indi 
catetl obstruction of the bowel Rectal and vagind exanwna 
tions were negative There was .a moderate leukocjtosis with 
increase of the poljmorphonuclcvr cells The urine showctl a 
heavy trace of albumin and some casts The exact nature of 
the obstruction was undetermined but a tumor was suspected 

Laparotom> was performed three da>s after onset of the 
acute symptoms Left rectus incision Upon opening the per 
itoneum some cloudy fluid escapevi A large tumor mass was 
felt iti the left iliac fossa adherent to the posterior panetcs 
With some difficulty the mass was freed and delivered through 
the wound It was then seen to be a tumor ot the sigmoid colon 
involving 6 inches of the bowel as illustrated in the drawing 
The mass was hard and irregular and the surface and adjacent 
bowel vvas inflamed and covered over with a thin lajcr of pus 
The sixe was that of a large clenched fist The bowel was ap 
parcntl) complete) v obstructed From all appearances we be 
hexed that we were dealing with a malignant growth with mfec 
tion Fortunately the sigmoid was long and the condition of a 
longstanding prolapse favored the withdrawal of 10 inches of 
colon outside of the abdominal cavitj On account of the local 
peritonitis present no attempt was made to suture the two limbs 
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of the bo^\el loop together The bo\\el \\as mamtamed m posi 
tion by a Ward st\tch placed at the central part of the wound 
and the extremities of the incision were closed up to the bowel 
wall 

Convalescence was stormy and vomiting continued How 
CAer a little gas was passed on a few occasions since the bowel 
occupied this new position On account of the infection present 
the bowel was not opened until the fourth day The puncture 
wound made by the cauterj proximal to the tumor ga\e exit to 
the gas and some feces and the \omiting ceased On the eighth 
day following the operation 6 inches of bowel was excised with 
the cautery leaxing at least U inches of each termination of 
the bowel projecting be>ond the skin surface The bowel wall 
at the site of dixasion was | inch thick Satisfactory improve 
ment followed this procedure much nourishment was taken and 
free evacuations escaped through the colostomy opening In 
order to encourage the two limbs of the loop to come together 
as the thickening of the bowel subsided a glo\ed finger was in 
serted daily in each lumen of the bowel openings and the fingers 
approximated 

Four weeks following the original operation a number of 
large hemorrhoids were removed with the cautery and a damp 
was placed in the bow el lumen with one blade in each limb This 
clamp cut Its way through the spur in sexentcen dajs and the 
bowels began to move naturally The patient was allowed to 
return home and returned in two months for closure of the colos 
tomy The artificial anus had contracted down to the size of 
a quarter of a dollar and it was a simple matter to free and su 
ture the bowel and close the abdominal w all As a precautionary 
measure a I inch rubber tube was inserted through the rectum 
past the colostom> opening for a few inches and allowed to re 
main in position for four days This allowed bowel contents to 
escape b> tube and relieved the suture line of undue strain 
The wound healed b> pnmary union and the patient returned 
home on the sexenth day The prolapse xvhich had existed for 
so manj jears xxas definitely cured by the drawing up and fixa 
tion of the colon to the abdominal wall 



io68 


JAMKS R. JLT)D 


Jricroscopical etamination of the mass sho\\ed a marked >n- 
crease m fibrous tissue iMth purulent inflammation and areas of 
degeneration There was no e\adcncc of malignancj’ or tuber- 
culosis. 

Stanmary — Intestinal obstruction was causal by a raetas 
tatic inflammator)’ tumor mass of the sigmoid colon secondai} 
to an infcctcrl lesion of the anal region 

The lower end of the inflammator>’ tumor was 10 inches from 
the anus and probablj originated by extension of the infection 
by way of the ijinphatics 



I-ig 416 — Drawing showing appearance of tumor of signioiJ after 
bowel was withdrawn from abdominal cavity The tumor was considered 
to be malignant until it was proved otherwise bj microscopical section 

The gross appearance of the tumor resembled that of a car- 
cinoma with localized peritonitis 

The condition was treated by time-honored, conserx'atue 
methods based on the Paul-Mikulicz principle with a favorable 
result and the prolapse of long standing was cured at the same 
time 
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Case m. — Metastatic Subhepatic Abscess Subsequent to 
Ischiorectal Abscess. — ^Abscess formation in the inguinal lym- 
phatic glands following infection of the genitalia or the lower 
extremities is fairly common We see a good many inguinal 
glandular abscesses in children. Owing to our mild climate, 
many children go without shoes and their feet are subject to 
trauma and mild infections. Often an inguinal abscess will de- 



Fjg 417. — Drawing showing arrangement of lymphatic tracts leading from 
rectal region to metastatic subhepatic abscess 

velop from an insignificant lesion of the foot that has entirely 
healed. The suppuration may not appear for a period of from 
one to three or four wrecks after receipt of the original injury. 
Axillary abscess occasionally appears following infections of the 
hand or arm, but is not as common as the inguinal variety. 
Adenitis of the cervical glands is a common accompaniment of 
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Microscopicnl cx'immition of the shonal a raatVcdiB 
crease m fibrous tissue «ith purulent mnamnntion liwi areas ef 
ciegencraiion “Ilicrc was no evidence of mabgnancj or tuber 
culosis 

Sumtnon ~ Intcstini! obstruction ssas cuiscrl b> a nietas 
title inflaninnton tumor mass of the sigmoui colon sccomtao 
to an infected lesion of the anil rc^jion 

The lower end of the mfiimnutor> tumor was 10 inches ftsjtn 
the inus tnd probably ongmitwl b> extension of the infection 
bj oa> of the Inn pha tics 



tig -116 — Prawing shovttng apptaraflci. of tumor of sgtnod after 
ixmel was MitWriwo from aMominal cavitj The luntor was considered 
to be mal goant uned it was proved otherwise b> m eroscopjcat section 

The gross appearance of the tumor resembled that of a car 
cinoma with localized peritonitis 

The condition was treated b) time honored conservative 
methods based on the Paul MtkuUcz principle with a favorable 
result and the prolapse of long standing wai» cured at the same 
time 
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^\asInade No pus as encountered in the muscle spaces The 
peritoneum ^\as opened and the colon exposed The appendix 
T\as normal and ^\as not remo\ed Exploration posterior to the 
transxerse colon re\ealed a hard, firm mass the ■^ize of a large 
orange The mass as directl}’ under the right lobe of the li\ er 
behind the colon and anterior to the \ertebral column to i\hich 
it was fixed No fluctuation could be elic ted on account ol the 
thick wall An aspirating needle was used and thick pus dis 
coxered The field was packed off and the abscess ca\it> opened 
with a clamp and about an ounce of thick pus exacuated The 
finger in the abscess caxit}' could now feel the aorta m the pos- 
terior x\aU of the caxity A rolled rubber tissue drain was in 
troduced and the great omentum arranged so as to wall off the 
drainage tract from the general peritoneal caxitx 

The patient was promptly reliexed of her sxmptoms and 
made an uninterrupted recox eiy Drainage persisted from the 
tract for a period of eight xxeeks He'’lmg x\as promoted bx the 
dail}' use of sun baths 

Culture from the pus in the abscess showed ferrolx tic staph- 
ylococci 

Summary — Abscesses of cerxical axillary and inguinal 
lymph nodes following infection of the distal lymphatics are 
fairly common 

In spite of the frequency of infections of the rectal region 
metastatic abscess of the abdominal lymiph nodes is a rare oc 
currence 
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ENDOGASTRIC MYOMA 

Benign tumors of the stomach are rare comprising accord 
mg to Eusterman, only about 1 per cent of the tumors of the 
stomach encountered surgically The> consist of cysts polyps, 
hpomas, myxomas, papillomas angiomas chondromas osteomas 
myomas, fibromas, and adenomas Myomas, myofibromas, and 
adenomyomas are the most common The endogastnc tumors 
are more frequently encountered than the exogastric The 
symptoms of endogastnc benign tumors are usually those com- 
mon to all gastric lesions, if pronounced, strongly suggesting 
cancer or ulcer, so the differential diagnosis rests largely with 
the roentgenologist Now that roentgenologists are becoming 
more familiar with the x ray signs of these benign tumors we 
may expect more frequent diagnoses to be made and a greater 
number of such non malignant cases to be reported So m the 
future it may be shown that these cases are not so rare as at 
present appears 

Mrs M consulted us on September 16 1929, and gave the 
following story 

She was forty four years of age, had been married twenty- 
six years, and had five children Her family history was un- 
important Catamenia began at the age of twelve Her periods 
were always regular but scanty During the past twenty years 
when she was having repeated attacks of severe hemorrhage the 
menstrual flow was very shght, but occurred at regular intervals 
Four years ago the periods stopped entirely foUowmg radium 
treatment Her general health, except for hemorrhages, had 
been excellent She had had no other illnesses, and no gemto- 
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unnir) cirdiorispiraloi^ or gistro mtcstm'il sjmptotns Her 
weight had alwajs been around 160 pounds She lost about 20 
pounds after each hemorrhage but would rcco\er it dunng the 
next few months After her radium treatment her weight went 
up to 182 pounds 

History —At the age of twent) four that is twenty >ears 
ago the patient awakened one morning and aomittd a x cry large 
quantit> of bright blood She had been perfectlj well prior to 
that time I he hemorrhage was acr> severe She became nearlj 
exsanguinated and was taken to a hospital in Ntw \ork Citj 
where she remained for four weeks recovenng from acute loss 
of blood She w is told thit she was bleeding from an ulcer and 
was advascil to have an operation which she refused She felt 
perfectl> well following this except for weakness Ihere wa* 
no indigestion and no gastro intestinal complaint Bowels al 
ways moved well fhe following jear the patient had another 
severe hemorrhage but did not vomit She sudderl> collapsed 
and then passed a black tarry stool and was in the hospital 
two months From then on for the next eighteen jears the 
patient had very severe hemorrhages on an average of twice a 
year and went to a hospital with each attack where she remained 
for a month or two recovering her strength She was given a 
blood transfusion in a New "iork hospital sixteen years ago fol 
lowing a hemorrhage During this entire period she had abso 
lutcly no pam nor any indigestion and no other complaints of 
any kind She visited most of the prominent clinics in the coun 
try and had several thorough gastro mtestmal x ray examma 
tions She was told at various places that she had a bleeding 
ulcer and also at some clinics that she had tuberculosis of the 
bowels The only time she vomited any blood was at the time 
of the first hemorrhage twenty years ago All the other hemor 
rhages were characterized by fainting and by tarrj stools Some 
of them were very severe requiring multiple transfusions Dur 
mg one attack her hemoglobin was below 20 Four years ago 
she was told that her bleeding was due to vicarious menstrua 
tion and she was given a vaginal radium treatment with the 
idea of inducing the menopause Oddly enough following this 
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treatment she had no more attacks of hemorrhage for three 
years except for one ver>’ small hemorrhage six months after 
the treatment. Eight months ago, after having had no hemor- 
rhage whatever for two and a half years, the patient had an- 
other very severe attack in which she vomited large quantities 
of bright blood. She became veiy pallid and was nearly ex- 
sanguinated. 
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Fig. 418.— Arrow indicates filling defect at cardiac end of stomach. 


She was taken to the Good Samaritan Hospital and was un- 
der the care of Dr. Cortland Myers. 

»-Ray studies made in July and September, 1929, vrere in- 
terpreted as indicating either a lobate tumor or else multiple 
tumors in the cardiac end of the stomach (Fig. 418). After 
having viewed the plates my own guess was polypi and an oper- 
ation ad\’ised. 
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October 3, 1929, she mis operated on The abdomen was 
opened through a left rectus incision from costal margin to op- 
posite the umbilicus TIic stomach was brought into the field 
and a hard mass felt occup>mg the cardiac end of the stomach 
The stomach vs as opened through its antenor wall and a tumor 



Fig 419 — M\oma tJeli\crecI into wounil anti doubly clamped at its base 
Insert si ows location of tumor m rchtion to card a 

suggesting a myoma was debaered (Fig 419) Its attachment 
was along the lesser curvature for about 4 inches begmmng 1 
inch below the cardia. The pedicle was clamped and cut Trans 
fixion ligature of No 2 chromic gut replaced the damp (Fig 
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420). The opening in the anterior wall of the stomach was 
triply sutured ^^ith chromic No 0, the first row of sutures in- 
cluding all the coats of the stomach, and the other two the 
muscular and peritoneal coats only (Fig 421) The abdomen 
was closed in three layers, using chromic No 2 for pentoneum 




Fig 420 — ^Transfixion ligature of No 2 chromic gut replacing clamp 

and posterior fascia, chromic No 2 for anterior fascia, and con- 
tinuous interlocking horsehair for the skin 

Brem, Zeiler, and Hammack Pathologic Laboratorj' reported 
as follows- “Tumor of stomach Specimen is an oval mass, 
measuring 11x65x6 cm The outline is somewhat irregular 
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ind there ire scxeral depressions but no definite ulcerations 
The surface is co\crLd b> mucous membrane except a large 
area o\tr ore of the flat surfaces Hus oxal area of attachment 
IS 7 5 cm lonf, and 5 cm mde at the widest portion The cut 
surface is irrcgularl) lobulated praj compact and firm One 
or two small calcified areas are found "Near one end is a hem 
orrhagic ca\it> 1 5 cm in diameter ^^Icroscoplc Sections 
from the tumor show it to be made up of interlacing bundles of 
smooth muscle fibres These arc broken up into lobules b) 



strands of fibrous tissue Occasional!) areas of hyaline or 
hydropic degeneration are seen Blood \essels are numerous 
In some areas there is more or less inflammatory infiltration 
Diagnosis Myoma of stomach wall 

Subsequent Notes — Une'entful recovery 
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March 31, 1930 Feels entirely \\ell and is ^er> grateful 
and happy 

This case is of interest because endogastnc myomas, are 
rare and most of them are found near the pylorus, whereas this 
one was \er>’- near the cardia, which probably explains her going 
twenty years without a correct diagnosis 
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TECHNIC OF THYROIDECTOMY 

The object of this paper is to present a technic evolved as 
the result of a personal experience in 1200 thjToidectomies per- 
formed in the last six years. 

Choice of Anesthetic. — For the patient in good physical 
condition who has a simple goiter or a mildly toxic adenomatous 
or exophthalmic goiter, there is little choice between local anes- 
thesia and gas anesthesia combined \\*ith local. The veiy* sick 
patient, with an extremely toxic goiter, ^\ho is neiA*ous, is poorly 
equipped to endure any sort of trauma or pain. The infiltra- 
tion of the neck -ft-ith a solution of novocaine cannot be done 
painlessly in this tj^ie of patient. I believe it is bad practice 
to force these highly nerx’ous patients to undergo operation 
nith local anesthesia, regardless of how skilfully the procedure 
may be carried out. It is better for this t>’pe of patient to ad- 
minister gas first, and during induction to infiltrate the field 
with I per cent novocaine solution. 

Cerxical block is an efficient method of anesthesia, but I 
have discontinued it because of some veiy unhappy experiences 
with it In the first place, it is more difficult to administer; it 
requires more time and in the few patients on whom I used it, 
two developed \’eiy’ painful and prolonged attacks of neuritis 
in the shoulder and arm. As these are the only patients in the 
total number ^\ho developed such sjTnptoms postoperatively, 
it is assumed that the method of anesthesia was responsible. 

I have used amj'tal verj' little, and am as yet unconxinced 
that the advantages gained can outweigh the disadvantages, 
particularly those in reference to haxing the patient talk and 
strain during operation. 
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Hemorrhage — Hemorrhage his not been the cause of death 
in this senes of cises Uncontrollable bleeding has not been 
encountered but hemorrhage of a aci^ disturbing nature has 
occurred on a sufTicicnt number of occasions to enable me to 
classifj certain features refatixe to cause focation and control 
In general the size of the acsscls vanes m direct proportion to 
the size of the gland Thus in the large goiters with large 
vessels the more profuse hemorrhages arc Iikclj to occur The 
location of hemorrhage and the determination as to whether it 
be arterial or venous are highl> imiwrtant considerations but 
onl> so far as the) relate to methods of control 

\natomicaI classifications of the focation of hemorrhage 


( Superior ilnroiil artcr> and \cms — at the nupcrior poles 
Mid lie ih^ro d %cin — iliout the nii 1 lie of the lateral lobe 
’ 1 Inferior th>roid arterj an 1 itna \ein — TOg on of the lower poles or 
( under cla\icle 


IICMORRIlVt 


f fo) W ithin the eland 
\ (i) In tcsscis outs de the gland 


f rorceps 

Pressure w th the f ngers 
Packing with gauze 


A safe method of prevention of hemorrhage is better than 
many transfusions If m the earl) stages of the operation one 
wall clamp divide anti ligate the superior thyroid vessels with two 
suture ligatures isolate divide and ligitc the middle th)roid 
vein and thyroidca imae veins most of the danger of hemorrhage 
wall have been avoided There are man) minor variations of 
the normal blood suppl) of the th)roul gland and however 
careful one ma) be occasional hemorrhage is unavoidable 
As a rule it is eas> to differentiate arterial from venous hemor 
rhage b) the color of the blood As a principle it is useless to 
undertake the control of arterial bleeding b) packing with gauze, 
as the intra arterial pressure is too great to permit the vessel to 
be collapsed in that way Intravenous pressure m the neck is 
very low rendering the vein readil) collapsible Reducing the 
foregoing principle to simple terms arterial hemorrhage re 
quires forceps or strong pressure with the fingcrSi venous hemor 
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rhage ma\ be controlled b\ forceps pressure or gauze packin 
The aems of the neck bleed as readilj from the proximal as irom 
the distal ends in fact I think the) bleed more freeh from the 
proximal end Wlien hemorrhage occurs from the proxim il por 
tion of the middle th>roid \ein or thx roidea \cins it is trequenth 
a safer procedure to control it temporanl) b\ gauze packing 
than to grasp bbndl) tnth a forceps into a pool of blood A\ ith 
the hemorrhage thus controlled the operation should be com 
pleted, the gauze remoxed and the xessel^ ma) then be secured 
without difficult) 

In moderatel) large partiall) substemal goiters the \einb 
at the lower pole ma) become stretched so that elexatmg the 
substemal portion of the goiter will cause rupture of the \ein 
due to oxer stretching This ma) be axoided b) clamping and 
dixading the \ ems before dislocating the '^ubstemal portion 

In the exceedingl) fnable txpe of exophthalmic go ter one 
ma) encounter cons derable difficult) in controlling hemorrhage 
from xes els xxithin the glandular capsule largelx because the 
forceps cut this 1)^16 of tissue much like scissors I haxe met 
this condition most satisfactonl) b) rapidly placing forceps on 
the pnnaple xessels exposing the outer posterior border of the 
lobe pas'^mg three or four fingers behind the lobe and b) pressing 
inward and forxxard B) so doing hemorrhige is usual!) con 
trolled The lobe ma) then be resected m front of the fingers 
li'hile the assistant places forceps on an) exposed xessels 

Nerve Injuries — Injuries to the recurrent nerxe m m) ex 
perience occur more frequentl) than all other accidents com 
bmed This is true m patients operated on b) m)self as xxell 
as in those operated on b) other men In the past fixe) ears I 
haxe examined the larjmges of all patients who consulted me 
With recurrent goiter Of those who had been operated upon 
elsewhere the )earl) number of injuries to one or more of the 
recurrent nerx es has ranged from 20 to 40 per cent of the total 
number examined This percentage is higher than it should be 
I haxe nexer seen a complete paral) sis of a xocal cord in an un 
operated benign goiter Lagging of the cord has occurred in a 
'ei) few bemgn unoperated adenomatous goiters but complete 



10&4 


m.\h\ T ki\r 


p-iril^sis his onJj occurred pobto{>cr'\{nd> ami m maUgnanaes 
It has not been j>ossib!e to dcicmunt defimtcl} the site of m 
jur> to the ner\e exapt m four instances All of these occurreti 
at the lovscr pole of the {,hnd I behese that the chief contrihis 
tor> factors in injurj of the recurrent nerve are first dragging 
It forward when dislocating the lower pole of the ghnd, second 
induihng the nerve m a suture or forceps following tnjurv to 
vessels with hemorrhage at the lower pole and third esposurc 
of the lateral wall of the trachea which requires the later Steps 
of the operation to be done m vcr> close proxitnitv of the nerve 
The hhelihood of nerve injUT> wall be lessened bj carcfull) 
clamping and dmdmg the vessels at the lower pole bj avoiding 
undue elevation of the gland m this region and b> leaving a 
lajer of tissue along the lateral wall of the trachea 

Little has been said relative to injunes of the superior lar^oi 
geal nerve in connection with th>roui surgery In large ex 
ophthalmic or colloid goiters with elongated supenor poles or 
m adenomatous goiters ansmg from the superior poW the nerve 
ma> he m verj close proximitj to the thjroid gland and thus 
receive injur> dunng operation As one of the verj important 
functions of this nerve vs supplying the epiglottic reflex injurj 
to It becomes a matter of great importance The disturbance 
of the epiglottic reflex due to unilateral injury to the supenor 
laryngeal nerve is quicklj compensated but injury to both is 
very hlvel> to rcsuU in death from the aspiration of fluid? and 
foreign bodies m the Jungs One of mj friends is positive he 
had m his practice a tlcath due to this tj-pc of injury 

In connection vsath the discussion of the epiglottic reflex I 
have observed a partial temporar) loss of this reflex following 
injury to a recurrent nerve It therefore seems reasonable to as 
sume that this nerve supplies the reflex m some mdividuaL 
An anatomical explanation of this vanation is found in the anas 
tonvosvwg bratvehes and supervos awd vwfetwt htyngcal nctxes 
Injunes to the Trachea — Should the trachea be accidental!} 
opened it is a better proce<lufe to insert a tracheotom} tube or 
preferably a rubber tube the end of which is placed just inside 
the trachea and sutured snuglj there with fine catgut than to 
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nsk a closure of the opening the possibility of escaping air 
or bacteria resulting in senous emph>senia or infection I have 
not had this unfortunate experience, but saw it occur to one of 
mj fnends, who inserted a small rubber tube and sutured it in 
place The wound healed without emphysema or infection 
Any tube inserted in the trachea should be left in position 
three or four dajs to allow for sealing of the tissues to prevent 
their subsequent infiltration with air 

In the past considerable has been said or written m regard 
to collapse of the trachea I do not believe the trachea ever 
collapses from any other cause than external pressure Except 
m cases of malignancy that w ere inoperable, I hav e not found it 
necessary to perform tracheotomy for collapse In benign 
goiters regardless of the degree or extent of erosions of the 
tracheal nngs, it has, in every mstance in my experience, as 
sumed its normally cylindrical shape following removal of the 
collapsing pressure Tracheal collapse is also said to occur in 
some instances following double recurrent nerve injury with 
both vocal cords assuming the midline position A study of the 
mechanics of this situation will reveal that the collapse is due to 
a disturbance of the equalization of air pressure within and with 
out the trachea With the larynx thus closed inspiratory effort 
creates a partial vacuum in the trachea The atmospheric 
pressure on the outside collapses it, much in the same fashion 
that a rubber tube collapses when a partial vacuum is created 
in its lumen 

On a number of occasions I have caused a temporary block 
mg or compression of the trachea, but invariably it resumed its 
normal contour when the pressure was released Pressure has 
been exerted in the following ways 

Eirst, in lifting or dislocating a large lobe, the ligamentous 
3 .ttachments of which have not been divided may cause a twist 
>ng or crumpling of the trachea, second, dislocating one lobe 
■^hen large adenomata are present in both, may permit a kink 
uig or acute flexion obstruction , third, in removing a large sub 
sternal goiter, the trachea ma> be compressed against the oppo 
site lobe or the first nb, fourth, the weight of man> hemostats 
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\xhcn 1 \cr% ^ascuhr f,oi{cf is present ma\ compress the trachea 
J racheotom^ shoultl not be necese^rj in tfcahng with anj of the 
abo\e contlitjons 

The Parathyroids —The i‘wlrtson of the parathyroid hoi 
mono b^ Collip proved a boon for many a goiter patient and a 
Tctrcrt for many an har'tb^c^l surgeon But parathomone 
IS r jiooT subsiuutc for nonnmJJy functioning pTrrthvTWd tissue 
^crl to doyble recurrent nme injury chronic tetanv la the most 
senous and diiturbing complication of thjroid surgery 

In this senes three jntienls dey eloped chrome tetanj one 
of yyhom died eight months later from angini pectons the at 
tichs of which came on synchronously yiith tetanic contractions 
in the hands ami forearms 'iml y\crc not relicyed by parathor 
mone lolloyvmg this experience a study of the parathyroid 
ghiidst rtycahd the following interesting anatomical facts 
Iirst that (he parathyroids are neser miimatclj attached to 
the (rue capsule of the thjroid that without exception the) are 
situatal in the loose conncctiM, (issue common!) called the 
surgical capsule which surrounrls the th) raid that while they 
commonlj Uc in contact w ith the postenor surfaces of the gland 
they may occur at anj point on its surface that they shoyy an 
especial tendency to he in contact uilh the larger \esseLof the 
thyroid fr-om which they reccvyc their blood supply that in 
general appearance they are ytiloyyish in color and not easily 
dilferi-nitated grossly from small lobulated areas of fat From 
this bimdarit) of ippcarance I made a rule that no tissue that 
resembled fat or parathyroid would either be hgated or rcmoy«l 
from beneath the sternothy rout and sternohyoid muscles Since 
Its adoption two and one half years ago I ha\c performed 600 
thy roidcclomics yyithout symptoms of tetany developing in any 
patient 

FrequentK a parathyroid wdJ be found located in contact 
isyth thft siajjvu'Ai: thytovd iLCtdCy a.t ac above Us. junction 
with the superior {lole In the last 120 eases operated on I 
have obscryed what was gross!) identified as parathyroid tissue 
located at this point m twelve instances 

The element of time is an important consideration in thyroid 
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surger} especiall} m those patients ho ma\ be classed as poor 
operati\e risks among whom are the old the highh toxic and 
those who have lost much weight Fort} five minutes of opera 
tive procedure will be well tolerated b} most patients but danger 
to them will be increased b\ prolonging the operation much be 
}ond that period 

Techmc — The usual collar incision of medium length about 
one and one half fingerbreadths above the clavicle and in a 



f £ •122 — Incis on of moderate length should be made in the line cont noous 
th the junction of the necl^ and thorax 

hne sjmmetrical in the individual case with the curves of the 
neck where it joins the shoulders or trunk, is made The dis 
section beneath the upper flap should be earned up to or abov e 
the notch in the thyroid cartilage to allow for sufficient longi 
tudinal opening of the fascia between the sternohyoid muscles 
Additional exposure may be had in persons with a prominent 
Adam s apple by extending this incision in a Y shaped manner 
on either side of the thyroid cartilage 
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It is seldom nccc^sarj' to dKidc the muscles, but with large 
goiters and in case of modcrate-si/cti goiters vith long supenor 
poles, additional exposure may be had by so doing A procedure 
which greatly facilitates the operation is to rcmo\c the surgical 
capsule thoroughly from the anterior surface and the outer and 
lower borders 'I he gland cannot be cle\atcd until this is ac 
complished J he \ esscU at the superior pole are clamped and 



Fig 423 — It IS particularly important that the upper flip be dissected 
abo^c the notch in the thjroid cartilage to permit sufficient longitudinal open 
ing lietwecn the muscles and the fascia 


divided The middle thjroid \ein is isolated, divided between 
forceps, and the outer end ligated It is not safe to leave a for- 
ceps on the outer end of this vein as the weight of the instrument 
will often pull the \ ein apart The next step is to place the forceps 
on the vessels along the outer and lower borders of the gland 
These forceps serve the double purpose of clamping vessels and 
outhning the portion of the gland that is to be resected The 
isthmus is then divided. The gland may be rapidly resected 
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Fig 429 — Further illustration of wedge shaped resection of lobe 
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Fig 430 — lllustraling the frequent situation of small adenoma which 
should always be rtmo\ecl js illustrated through the cut surface and not by 
going around on the posterior surface of the capsule 
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from the isthmus outward without fear of hemorrhage, if done 
in a plane just anterior to the circumferential ring of forceps 
Two or three fingers may then be placed behind the remaining 
portion of the lobe and while thus pushing it forward, a wedge- 



F'g 431. — In substernal goiters it is \er> important to di\ide and ligate 
the imae veins before dislocating the substernal portion, as the ^ins frequently 
are not long enough to stretch o^ er the dislocated lobe and ma> rupture at 
the points of junction with the subcla\ian vein, producing hemorrhage that 
is difficult to control. 

shaped or prismatic-shaped piece of tissue is removed, the fingers 
acting as a guide to prevent cutting through the posterior cap- 
sule. The removal of this wedge of tissue ser\'es tw'O useful 
purposes: First, it permits the surgeon both by the senses of 



“faf/ciscj 
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Fig 434 If the trachea is opened u is safe to put a small rubber tube 
msidc the opening and suturing there w ith fine catgut This 
tube should be left m position three or four da^sto pre\ent the wound bccom 
•ng emphjsematous or infected 



if 


F«g 435 — Illustrating method of suturing the capsule after wedge 
s aped resection This suture controls practical l> all the \ easels etcept at 
e Upper and lower poles Furthermore, b> closing the gland m this method 
^•■e IS much less serum in the wound 
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touch ini! si^ht to cstiniitc the amount of tissue to be left 
ccconti u facilitatci. the closure of the gland and the complete 
cnnpsu/atjon of the remaining tissue fhc \esscf> at the upper 
anti lower poles are then hgatctl \ tioubic row of running su 
turc*. Is u«ct] to close and re encapsulate the lobe ITiese sutures 
smU as 7 ruJe meJude all the remaining xessel* so that further 
ligatures art unncccssart 



I Fig 4J& — //ItiiirtKtng the communicattati (itt^ccn the superior and 

in/eriof laryngeal nersca anil show ng how mjiio the infer or nerse nws 
nuse loss 0/ the epglottc relleic (front Morr s Anatomt puff shed bt 
J niaisiston s Son & Co Inc ) 

The amount of scrum that collects in the wound postopera 
ti\cl> has been so reduce^! bj tht!> metho<l of closing the lobes 
that 1 haae concludcfl that serous exudate occurs in direct pro 
fwrtion to the amount of bleeding that occurs postopcratixclv 
and to the area 0 / uncneapsulated ghndular tissue that is left 
exposed 

Amount of Tissue to be Left— In a general wax the onh 
rule that I follow in regard to the amount of ll^sue to be left is 
that xxhich rclites to the sexentj of the s>mptoms The more 
totic the goiter the less tissue should be left It is seldom one 
remoxcs too much of an exophthalmic goiter One fifth to one 
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eighth of the normal amount of tissue is sufficient in exophthalmic 
goiter, ^Mth a some^^hat more hberal allo\^ance in other U-pes 
The patients ho ultimate!} hax e the fe^\ est s\ mptoms. are trc 
quently those \\ho ha\e a mild degree of h>poth>roidism from 
SIX to ten w eeks postopera tn cl) 

Mortabty — The mortaht> in this senes of cases has been 1 
per cent one half of ^\hlch occurred in patients past sixt} ii\e 
>ears of age 
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ACUTE OBSTRUCTION OF THE JEJUNUM CAUSED BY A 
FIBROUS BOLUS 

There ha\e been but t, few cases reported of obstruction of 
the jejunum from agglutinated masses of cellulose Some of 
those reported ha^e been ascribed to eating quantities of per 
Simmons The case reported here ma\ reasonabU be considered 
one of the'ie 

Case Report— Airs L R age thirta three 3 ears marned 
Three daas preaaouslj she had eaten seaeral Japanese persim 
nions at luncheon Before dinner of that daj she had cramping 
pain in the abdomen ^\ath nausea The paro\>i,ms of pain 
would come intemuttentlj and continued through the mght 
The next daa she dea eloped extreme nausea and aomited all 
she had eaten since noon of the preaaous daj The pain was 
O'er the entire abdomen more acute to the left and below the 
umbilical zone Her bowels had moaed each daj and following 
enemas the daa I saw her she had had a aer^ free moaement 
with passage of flatus 

There aaas nothing of sigmficance m her preaaous histor> 
She had borne taao children — one being four and a half 3 earn 
^ud the other one and a half 3 ears of age She had nea er had a 
senous illness before and had had no operations 

I saw her the second da} after the seizure of acute abdominal 
pain Her pain aa*as then aer} acute After an examination 
®ud being unable to definitela locate the cause of her diiricult}^ 
she was giaen a h3’podermic of morphia and told if not improaed 
Within a reasonable time it would be necessai^ to haac her enter 
the ho pital 
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She pis?e(l 1 comfort iblc evening hut m the night her pan 
again becamt acute and m the morning she >\as sent to the 
Hospital of the Oood Samanfan for further stutlj and diagnosb 
The morning was sjitnt m jr ra} examination and laboratory 
anah’ses During this time her pains continued m paroxjinb 
with intenalt of moderate relief All ingcsta b> the mouth had 
been withheld and although she was somewhat nauseated she 
<lid not '•omit rhe blood shoiscd 83 per cent hemogJotan 



r j, 417 — V flat p cture iihou np a long fl »tcnd«. I loop of jejanom. 

5 152 000 tr>thrt>c>tes 13 200 leuUcjtcs color index dfO 
pol) nuclear neutrophils 8a 5 

Ihc urmc was normal except positixe for acetone and slightl) 
so for diarctic atul 

A flat X ra> plate rcxtalcd a \tr> long loop of small intcatinc 
extending from midwaj abo\c the umbilicus on the right to the 
sigmoid on the left and returning back tow ird the splenic flexure 
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of the colon It was franl^l> small intestine and much dislendeo 
Tvith gas 

The roentgen report said ^‘A film of the abdomen the 'j' er 
nbs and pehns shows e\'idence suggesting a dihted ^as tilled 
small bowel, there is practicall} nothing that could be i Itnti 
fied as colon There is a shadow of irregular character rn iv-j; 
nght side below the lower border of the iuer tint 4 

calafication It has no characteristic appearance howt.\tr U 
IS apparentl) somewhat mo\able, being seen m two litterLt 
positions in the two films made ” 

The clinical picture became increa'^ingH dehnite alti OL-^h 
there was no endence of shock and the distended intestine le'^rK 
showed obstruction Dr Rea Smith who was in consultation 
agreed with me that diagnosis was now sufficierttU deluute to 
jUjtif) operation without further dela\ The operation dis 
closed or 4 feet of jejunum, \eiN dark and edematous and 
greatl) distended abo^e a firm ma^s or bolcb which had become 
arrested about nudwaj in the jejunum below the hgament of 
Treitz There was some hj dropentoneum but no sign of ad 
hesions or pre\TOUs mflammatorv action within or near the 
distribution of the small intestinal coih The appendix was 
12 cm long and filled with dense fecolitha It wa^ remoaed 

The mass in the jejunum was remo\ed through a linear in 
tiaion and this was closed t^ans^e^‘^eK Dunng thi» procedure 
the intestine resumed its natural pink color and approached its 
normal size, although there was still distinct e^adence of edema 
abo\e the site of obstruction The other abdominal \Tscera had 
been previouslj examined and no other pathologic condition 
found 

The patient showed no shock foUowang the operation and 
kft the hospital m two weeks and ha'; made an uneaentful 
conaalescence 

The pathologist’s report follows “A large irregular mass of 
formed fecal matter which measures 4 cm in length bj 3 cm m 
•bameter The surface is > ellowish green On bemg tom apart 
the mass resembled milk curds with \egetable fibers imbedded 
''Iicroscopical examination of the matenal from the center of 
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PLASTIC SURGERY OF THE EAR 
The introduction of the pedicled tube graft about the time 
of the World War has greatlj widened the scope of plastic sur 
gery It enables the operator to transfer at %\ill masses of Imng 
tissue from distant sites to almost any position he desires It 
aUo enables him to mold the transferred tissue into forms adapted 
to the needs of the case It la also possible by means of this 
type of transplant to carry portions of cartilage muscle and 
small fragments of bone for the purpose of imparting stabilitj 
to the ne%\l^ formed structure 

Prior to the introduction of the pedicled graft it was almost 
impossible to reconstruct the ear The tissues in the immediate 
neighborhood of the destroyed or rudimentarj ear are too scant} 
and too flaccid to afford much bulk and stabilit} in the formation 
of a ne\\ ear 


The three desiderata in the plastic reconstruction of the ear 
(1) Plastic tissue in sufficient amount that can be molded 
into the desired shape or draped o\er the already existing 
structures (2) Tissues of sufficient rigidit} to support the 
softer structure emplo} ed in molding the ear such as cartilages 
ones paraffin etc (3) The reproduction and maintenance of 
t e correct angle of the reproduced ear to the head 

It IS needless to say that it is not possible to accomplish all 
0 these ends in the most marked cases of ear deformity, at best 
^0 can only approximate the intricate design of nature The 
prominences and folds ^\hlch enter into the formation of the 


^^■r are so complicated that to approximate them is one of the 
®05t difficult feats in surgery The great vascularit} of the ear 
j ^ os possible however a variety of plastic operations upon it 
receives its blood 'supply from the branches of the superficial 
emporal the occipital and the postauncular arteries 


no-} 
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Defects of the enr (icrnin cling surgical interacntjon are 
(1) Congenital ami (2) traumatic In ease of total absence of the 
external tar it is thcortlicallj possible to transplant an tnu« 
ear from one person to another either direct}} or b> using the 
back of the hand as an intennetliar} host for the grafted organ 
So far as I Knon there is no rcfxirtcd case of a complete ear 
having been transplanted but there are eases of almost complete 
severance of the ear from the head where immediate rcimphnta 
tion has been successful In order to insure success m transplant 
mg an ear from one individual to another it would be necessai) 
to have donor and rcapient of the same blood group 

When the car is almost or whol!} Jacking plastic reconstruc 
tion IS at best onlv pariiall} successful Hovsever b> patience 
and repelled optrilions at least a semblance of an car can be 
protfuced and even such an ear 



r E 459 — ( a e l t hr n nl l torn I g 440 —Case 1 Tutv^rafi p eju red 
itjofihcear Masto ! operas on trom necK Carriage mjhnls 


Case 1 tn the accompanjmg il lust rat ions represents such aa 
car m process of construction This patient is a }oung man 
twentj one jeirs of age who nos bom with a small fragment of 
car on!} with tvvo crumpleil [ijtccs of cartilage and no external 
auditor) meatus Isiotwathstandmg the complete deafness on 
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the affected side and almost complete absence of the external 
ear, he suffered a severe attack of acute mastoiditis, requinng 
mastoidectomy. This left a deep depression behind the deformed 
ear and further accentuated his congenital defect The combined 
deformity constituted a great handicap By means of a tube 
graft taken from the neck and stiffened with pieces of cartilage 
taken from the eighth rib, the ear has been partially recon- 
structed Figs 439 to 442 illustrate the steps taken in the for- 
mation of the ear. The case is still under treatment and ^\ill 
require two or three further 



441 — Case I Tube graft trans- Fig 442 — Case I Graft draped 

ferred to deformed ear er deformed ear Ear shifted back- 

M-ard to co\er mastoid deformity. 


Case II is one which w^ell illustrates the possibilities of the 
tube graft in restoring a traumatic defect. W. H., age thirty 
years, was injured on Armistice Day, 1927, in an automobile 
accident. The upper third of his ear was torn off He was a 
healthy, fine-looking man of the better class and the deformity 
^as very disfiguring 

Treatment The difficult problem presented in this case was 
to secure sufficient tissue to supply the defect in the ear and to 
render it rigid 

VOL to— 70 


1104 


CH\U!l-n D LOCK^SCOU 


Defects of the enr demnnding surgical inter\enlion arc 
(1) Congenital and (2) traumatic In case of total absence of the 
external car jt is theorcticall) possible to transplant an entire 
tar from one fvrson to another either directh or bj using the 
back of the hanil as an mtcrmcdiai^ host for the grafted organ 
So far as I know there is no rcportctl case of a complete ear 
basang been transplanter! but there are cases of almost complete 
'icacrancc of the lar from the head where immcrbate reimplanta 
tion h as been successful In order to insure success m transplant 
ing an car from one indiaidual to another u a\ould be nece«sar> 


to halt rlonor and rtcipjcnt of the same blood group 

When the ear is almost or wholl> lacking phstic rcconstruc 
tion IS at best onis partial!) successful lloweaer b) patience 
and repeated operations at least a semblance of an car can be 
produced and c\cn such an car 


IS of great cosmetic a alue espc* 
ciall) m males 




a \ Congen tal kform 
■ Mastoi I opera! on 


I B 4tO~Ca<«l TuWRraftprtfK « 
fro n neck Cart hge mpUnts 


Case f m the accompan)mg iffustrations represents soohim 
car in process of construction This patient is a >oung man 
twent) one >cars of age who was born wath a small fragment of 
car on!) wath two crumpled pieces of cartilage and no eaternal 
auditor) meatus Notwithstanding the complete deafness on 
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BRONCHOBILIARY FISTULA 

The most comprehensive report of bronchobiUar>* fistula to 
be found in the literature is that of Morton and Phillips' in 1928. 
They were able to collect 49 cases of true bronchohepatic fistula. 
Since that time Seelig and Singer’ have reported a case and we 
^ reporting another, bringing the total up to 51. 

Case Report. — The patient, Allen G., a boy of twelve years, 
adimtted to the hospital October 6. 1929. On the pre\'ious 
day he had fallen into a dr>' well 30 feet deep, the bottom of 
■'rhich was filled with cans, brxish, and a \ariety of debris. The 
adrenalin stores of the youngster were such that he was able to 
crawl out unassisted and without knowing that he was injured. 
He was taken to a neighboring farmhouse and a physician called, 
^ho found a penetrating wound of the right upper chest, pos- 
teriorly, and also a tuimeling wound with its entrance in the 
right groin and extending upward in the abdominal wall for 
about eight inches. The wounds were dressed and the patient 
treated for shock. 

He was brought to the hospital the next day and when first 
5«en by us was veix' restless, quite c>’ano5ed, with rapid shallow 
fc^uations, 48, a weak thready pulse, 130, and a temperature 
of 102 F. Because of the child’s desperate condition only a 
cursor}' examination was made at that time. The chest anterior!} 
on the right side showed bronchial breathing, a few scattered 
t^es. and some impairment to percussion. The left side was 
negarive. The abdomen was somewhat tender and there was 
general moderate rigidit}'. There was marked tenderness over 
the liver, though it was uncertain whether there was any actual 
damage to the abdominal organs. Leukcxnte count was 16,100 

IISO 
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wuh 90 per cent pol>iAiclcars lUmoglobin w-is 85 per cent 
I he unne wis ncgat>\e 

That mpht he vomutii biie and small clots o? Wood, later on 
he had a conxubjon Throughout the night he was in a stupor 
ous condition Because of the penetrating chest wound in the 
back ami the paiitnl s general condition we concluded that he 
had a hemothorat although the ph\'ucal signs were confusing 
and wtrt more supgcslnt of pneumonia 



l ijr 44S — lltNuti j Ntc titen twoihjs after acci kill Shows mciinsimaJ 
itruciuns I u^le 1 to the ieft tt incrc-isc in <Jcn>ntj of f jiM lung The 
ti nrtirij.m on tic nj,ht rusiO and stra ghi 

The next daj October 7th his mental condition had cleared, 
respintions hid dropped from 48 to 3S the temperature from 
102 to 101 1 and the puKe from 1 iO to iZO Although he was 
considcnbK improsetl he remained modcntelj c>anotiC,\omitcd 
hrge amounts of bile mixed with a few cloth of blood, and rvis 
unable to retain dmds His chest signs remained unchanged 
except for the appeannee of i small area of hiT^rresonance on 
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the right side anteriorly; this made us suspect the de\ elopmt nt of 
a pneumothorax A flat bedside radiograph was taken (Fig 448’) 
which show ed the right thorax covered w ith a dense homogeneous 
shadow imohnng the right lung field and pushing the heart to 
the left The radiologist was unable to decide whether the lung 
w’as consolidated or whether there was fluid in the chest There 
was a comminuted fracture of the eighth rib on the right side 
posteriorly about I 2 inches from the spine 


F.g 449 -Film taken three .Injs after the acculent sho«s .rregulanty 
of the right diaphragm which is of interest in mow of the hter <lc%elopment 

of a bronchobiharj fistula 

On October 8th the patient’s condition was flight 1> tttipro\c(I 
and he w’as able to retain fluids given oral >. n ‘'C wa , 
respirations 36, and temperature 102 T . tni V 

OnOctober9thhewasquitebright 

P-Ue 122, respiration 34 He .as 

also had a fluoroscopic examination, -i . j 

and there were no diaphragmatic r«nrMons > h , 0^ 
Hwerer, the central portion of the r.ght hmg 
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tlinn on the previous (la> (Fig 449) \n irrcgulantv in contour 
of the right clnphragm was also seen in this radiograph This 
was suggestive to us of cither a ruptured diaphragm an injured 
liver or, possibly, a combination of both lesions The boy was 
coughing considcrablv but there was little expectoration, no 
pneumococci were found on examination of the sputum Leuko- 
evte count was 16,100 with 90 per cent poljnuclcars, hemoglobin 
was 65 per cent There was still some tendernesa over the 
liver, but the general abdominal tenderness and ndlgit> had dis 
appearcti The drop in hemoglobin we considered a distinct 
cvadence of internal hemorrhage 

The medical consultant and we, ourselves, now ftit quite con 
fident that the boj had a septic hemopncumothorxx 

On October 10th continued coughing brought up small clots 
of blood Temperature was 101 Y , pube 98, respiration 50 
He was nauseated and vomited once On October 13th his con 
dition was fairlj good lie continued to be bothered bj his 
cough and raised considerable frothv sputum with small amounts 
of bright retl blood Temperature was 99 2 F, pulse 90 and 
respirations 26 Sev ere epistaxis made packing of nostnls imper 
ative On October 17th his condition was practicalh the same 
He was still coughing considerabl} A radiograph of his chest 
(Fig 450) showed that the nght lung field, up to the clavicle, was 
covered with a dense shadow, this shadow was quite typical 
of fluid The heart was pushed to the left (the film was made 
in the reclining position) The appearance of the left lung was 
quite normal 

On October 18th coughing increased and became quite 
troublesome For the first time the sputum was noted to be 
yellow and the patient complained grcatl) of a verv bitter taste 
On October 19th the coughing continued Large amounts of 
bile stained fluid were expectorated which had a verj offensive 
odor The cough was racking in nature and very disturbing 
As his general condition seemed to be growing worse it was 
deemed advisable to drain the pleural cavit> through a rib 
resection On October 22nd an aspirating needle was inserted 
into the chest and a small amount of blood and thick pus with 
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ton Bunng the aspiration the patient coughed up a large 
amount of bile o t. 

Under local anesthesia 3 inches of the ninth nb, posteriorly 
^ere resected The chest ca\it> i^as found to bepartl> filled 
a mixture of old clotted blood and pus Because of its 
c ness it was necessar> to scoop out most of this material 
projection was noted about the size of a thumb extending up 
Ml dome of the diaphragm into the lower portion of 

e CO lapsed lung A needle was inserted into this and free 



Fig -ISO '-Eleven dajs after injury The right lung field is now ver> 
cls'v icle The heart is pushed to the left but not as much as 
m the previous examinations 

^de aspirated With a knife a fairly large opening W'as made 
into the fistulous tract which connected the collapsed lung 
and ruptured hver, there followed a profuse flow of bile A rub 
tube was placed into this opening and another into the 
general chest caMt> Temperature was 102 F , pulse 130, and 
respirations 32 
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lor several <la\s the drt'i.Mngs %serc ‘saturated with bile 
Couching was immctiiatcly (lccrea«c<i; subsequent to the opera 
tion no bile was ctpcctorntctl His cough gradually lessened 
The drainage of bile cease<l on October 27th, although some 
pus continued to tlrain from the chc^t His condition was 
markctlly improscd 

On October 30th a radiograph (Fig 451) shower! conddcrable 
density in the right lung field This also di-fclosi-d the presence 





I ig 4S1 — r^\ent^ four djjs after the accuient and eight <li\s after 
opcntion Thi right chc^t w clciring Two ruMicr tubes are it» place The 
lower iuIk. which drained the liili"ir> fistuli cannot t>c distinctl> seen 

of two drainage tubes and that a portion of the ninth rib had 
been resected The ba<;c of the right lung was dense and no 
deftnite diaphragmatic line could be seen The left lung appeared 
normal 

On No\ ember 4lh dakinlzation of the chest was begun By 
Nos ember 12th the drainage tubes had both been remosed and 
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the cough had disappeared He felt quite \^ell and ^\as walking 
about The sinus closed about two weeks after his discharge 
from the hospital on No\ ember 19th 

On No\ ember 30th another radiograph of the chest was taken 
(Fig 452) The nght lung was almost entirelj clear although 
there was some increased marking of the trunk shadows on the 
nght side some shading on the nght border was mdicatne of 
thickened pleura 



4a2 — Pcture taken fift> fi\e da>s after njur> Pat ent is sjmptom 
”te and dra nage has ceased There s st U some ncrease in dens t> about 
tne r ght h lus 

The patient was last seen March 2oth he had regained his 
t^ealth completely and had no residual symptoms Fluoroscopy 
of the chest showed the contour of the nght diaphragm to be 
normal there was very little decrease in its excursion 

Comment — In renewing the sequence of e\ ents in this case 
*t IS probable that the liver and diaphragm were ruptured at 
the time of the fall At least Fig 449 would indicate that the 
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thiphngm had been torn A hemopneumothorax developed sub- 
scqucntl) became mfectetl and forme<l aclhcsions bctvveen the 
torn etlgc of the diaphragm and the right lung There thus 
dcvclopetl the potmtia! cavjt) as js described bv Morton and 
rhilhps and tvhich thc\ believe is necessarv to the development 
of a bronchobiliarv fistula In the presence of infection the 
sp-isms of coughing were sufiicicnt to rupture a bronchus result 
mg m the development of a fistula 

I his cast IS one of the few exceptions in which there was no 
obstruction to the common duct although it is possible that a 
blood clot m the upper bile passages mav have blocked off a por 
tion of the biliar> svstem At no lime was the patient jaundiced 
nor did lit have clav colorcil stools ITic condition of pnmar) 
importance was tht licmopncumothorax 

In reviewing records of cases of bronchobiliarj fistula- 
eases without common duct obstruction — it seems quite prob 
able that the fistula would have closed sjiontancouslj I\c 
believe however that opening the fistula and draining it ex 
temall) grcatlv shortened the period of convalescence and 
rthevccl him immediately of a very ihsturbing cough and the 
nauseating bitter taste of bile 

In going over the literature there were found three other eases 
of bronchobiliary fistula resulting whollv from trauma In 
1897 J I Graham* rcjxirtcd a case resulting from the kick of 
a horse over the cartilages of the fifth sixth and seventh ribs 
but without a penetrating chest wound In this case there was 
aM bile in the thorax Two nb resections were done entering 
evidently separate cavities in the chest as injection of fluid into 
one cavity faded to come out the other The fistulous tract was 
not definitely found although pure bile was discharged from the 
lower opening I ifty five davs after operation a small amount 
of bile was still draining from the lower opening in the chest and 
afso being cwogficrf up This «e bebeie nahaites that thcfis 
tulous tract was not directly shunted ofT 

ly raman* (1909) reported a case resulting from a self inflicted 
gunshot wound in the chest In this instance there was also bile 
in the pleural cavity A rib resection was performed and adhe 
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sions between the lung and diaphragm \\ere separated Here 
aLo they encountered a strand the size of a hnger between the 
lung and a tent-shaped ele\ ation of diaphragm Xo statement 
IS made whether they belie\ ed this to be a fistulous tract or not 
but it is quite probable that it was Bile was leaking around 
the base of the fistula, permitting the bile to enter the chest ca\at\ 
The strand was broken with the finger. The following da^ there 
was \en' little expectoration of bile The patient made an 
une\entful reco\er) . 

T. R Elliot and Herbert G M. Henr^ ^ report a ca'^e of 
bronchobiliaix* fistula developing subsequent 1> to a shrapnel 
wound of the chest and w hich cau'^ed a septic hemopneumo thorax 
The empjema alone was drained, the fistulous tract was not 
found and the expectoration of bile did not cease until sexenty 
da\s after the onset. 

Summary. — We ha\e rejxirted a case of bronchobiliarx fistula 
de\ eloping in a case of septic hemopneumo thorax caused by a 
fall m which the patient sustained a perforation of the chest wall 
as well as injurj- to the diaphragm and li^ er. At operation the 
fistulous tract was located and drained, resulting in immediate 
cesi^ation of bile expectoration. From a re\ iew of the literature 
and our experience in this case we feel that, when a rib resection 
has to be done because of bronchobiliarx' fistula in conjunction 
with emp} ema or other fluid in the chest, an effort should be 
made to locate and drain the fistulous tract Such a procedure 
immediately relie\es the patient of the verx" disturbing factor of 
bile expectoration It aUo hastens the closure of the fistulous 
tract If the fistulous tract is not found and drained it wiU 
probabi} heal spontaneous!}*, but such spontaneous closure is, 
howeier, a tedious process and usually of long duration 
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St Luke's Hosfitm., Spok^we, W \shi\cton 


THROMBO>ANGIinS OBLITERANS 

This first case I am reporting iMth considerable humiliition 
as I reported it in this journal about Uvo years ago as Ra\ nau 1 'i 
disease, so inll gi\e the report as gi\en then uith a subsequent 
report At this time the diagnosis t\as accepted b} a neurologist 
tivo internal medical men and a commission from the St itt. 
industrial insurance, all of ^^hom examined him 

I did not appreciate that this diagnosis i\as wrong until I 
heard a lecture on thrombo angiitis obliterans at a medical 
meeting, which made me investigate this case further and was 
convinced he had this trouble, this being the first case of the 
hind to my knowledge I had seen 

Case I — L C White male, age thirty fiv e years American 
parents of English descent Family had past history of no con 
sequence Moderately heavy smoker 

Present illness began during the winter of 1925, patient 
reezing the first two toes on his right foot At this time the 
foes Were black and especially painful at night Four weeks 
^fter the freezing the tips of these toes were amputated and hot 
one dressings applied Then the toenails were removed Slough 
*og continued and in Alarch, 1925 these first two toes were 
amputated at the base Wounds healed and pain subsided, the 
°5ndition steadily improved and the patient left the hospital the 
die of April, 1925, and was discharged July 1st, as cured 
One jear later, August, 1926, the patient crushed the tip of 
th on the left hand , the skin not being broken Soon 

^ e finger became blackened and began to pam Lanced one 
0® later, the wound continued to dram and refused to heal 
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TinaJh I amputatct;! the tip half naj down the nail The wound 
continued to slough and pam as before, and in Januarj, 1926, 



Fig <151 — Cav J 1 t shoHing hands hnlfd also irophic ebangw n» 
natU Tlus photograph tahen cuo jrars ago Conihfion same totla) 

the fmger was amputated at the first or distal phalangeal articu 
tation, healing in rca'«nablc time 



F(g <454 —Case / I t hcct as ihcj appeared luo ) cars ago Right foot 
belled Moughmg wound Kise of te/t great toe 

In Ma 5 , 1927 the patient let an iron bar fall on two fingers 
of both hands, contusing them considenbl} and breaking the 
skin on one linger, thej became black and painful The second 
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finger on the left hand as as later amputated at the distal pha- 
langeal articulation This wound did not heal and continued to 
slough, so amputation was done at the middle joint It continued 
to slough, but finally healed months later The index finger on 
the right hand began to slough and finall> on Februarv 8, 1928, 
was amputated at its base AH these wounds healed and the 
patient suffered no pam subsequent!) 



tSS Case I L C As patient is today Wounds healed no evidence 
of further involvement 


In November, 1927 the nail on the third toe right foot, fell 
and sloughing began, with much pain At this time the big 
on the left foot became infected following an ingrowing 
foenail It also sloughed and drained continually and finally 
wras necessary to amputate both toes at their base This was 
done on February 15, 1928 Since that time the wounds ha\e 
•continued to slough and dram with considerable pam associ- 
ated, especially at night Seemingly there was no improve 
in spite of many local apphcations, etc , large amounts 
Ringer’s solution internally, and a femoral arterial sympath 
^ctomy on both thighs Howe\er, the sympathectomies did 

VOL 10—71 
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jjixc relief for about six days, and the ^\ou^ds seemed to show 
some c\idcnce of healing 

Con<lition improved and patient nas dischargerl from the 
hospital. Several months later condition became ver}' anno} 
ing again, at this time had claudication in both legs, more so m 
the left, gangrene began in the stump of p-eat left toe with a 
gradual melting aw a} of the tissue on dorsum of foot The 


Pig 456— Case I L C bcctions No 10116 lovi power photomicro- 
graph A Narro\^c«I and thicL-walled tein B, Obliterated arferj with 
rccanalization Mild infiltration w ithm muMTular coat 


dorsalis pedis, posterior tibial, and the popliteal arteries could 
not be felt to pulsate There was a marked redness of the foot, 
especially when m pendent position, and blanching out when 
leg was elevated An amputation was advised just above the 
knee, but patient insisted it be made below the knee, which I did 
on ISov ember 5, 1928 There was very little bleeding and only 
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three \essels \\ere tied, although the muscles seemed to have a 
good color The wound did not heal and the skin over the tibia 
began to slough On December 4, 1928 a Gntti Stokes amputi 
tion was done, wound healing primanlv He left hospital and 
was comfortablj getting about with crutches until about Januirv 
1, 1930, when he began to have pain in his right foot There 
was no pulsation in the artents of this foot and I could not detect 
pulsation m the popliteal arterv Rest, elevation and heat were 
advised along with transfusions of 3 per cent salt solution which 
were given twace a week, 300 cc each time he complained about 
pain becoming more sev ere after salt injection For this I can 
give no explanation, but thej were continued The pain he 
claimed was most intense at night The second week of March 
1930 a small necrotic area developed on stump of amputated 
great toe, and a distinct redness half w aj up the ankle on dorsal 
surface, which disappears when foot is elevated, becoming 
ischemic, similar to condition which occurred m the left foot 
In Using the oscillometer on this extremitj , I can get no oscil 
lations below the knee and very slight at the knee, as this i*' 
one of the wajs of determining where the amputation should 
be done, and as no pulsation could be felt in the popliteal ves 
^els, I advised amputation just abov e the knee But the patient 
refused to have it done here and insisted that I do it below so 
be could get a knee action Amputation was done on middle 
and upper third of leg March 17, 1930 Only one vessel bled 
sulSaently to require a ligature Stump was dressed on the 
third day and there was evidence of necrosis of the anterior 
flap, and on the fourth day this was much more marked, under 
going gangrene, so did Gntti Stokes amputation March 22, 1930 
This patient is now thirty eight > ears old The wound is healing 
Pnmanly, there has been no drainage, this being ten days since 
the last amputation (Fig 455) 

Pathologic Report— Gross —Specimen 56047 consists of an 
amputated leg, measuring 12 inches in length The amputation 
has taken place through the middle third of the foreleg The 
flrst and second toes hav e been amputated This amputation 
^as taken place at the phalangeal metacarpal joints The skin 
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o^c^ the rcnnming toes is ‘ionic\\lnt discolored but otherwise 
the >;kin covering the rcmnining ixirtion of the leg is normal 
Ujxin section the svibcutancous tissues appear somewhat edema 
tons but otherwise unchanged The larger vessels are of mark 
cdl> tbickcnctl walls and the lumen of some appears completelj 
obliterated 

Microscopical — Sections of the arterj show a complete 
obliteration of the lumen b> a h>aljnjzed connective tissue that 
contains manv new 1> formed blood \ csscis I hesc contain nor 
mal red cells and Icukocv tes The coat representing the intuna 
IS often rcpiaceil b\ a broad rone of hsalinizod connective tissue 
in which there arc manj accumulations of Ivmphocjtes and 
ncwlj formed blood vesscl-i The central zone of the muscular 
coat shows a dense indhralion bv fvmphocvtcs and in it there 
arc some ncv\lv formcti blood vessels The peripheral zone is 
cntirelj free of blood vessels but shows some replacement b) 
connective tissue The fattv and fibrous tissue surrounding 
these vessels contain some conlraclcil and cngorgctl blood vciSels 
but olhcnvisc is unchanged fhe veins show a considerable 
degree of thickening of their wall but the lumina however are 
still patent and contain r«l cclU and Icukocv tes No inllam 
mHor> reaction however is noted within anv of the vein walls 

Dtaptosis —Chrome mcsartcntis Thrombo angiitis oblit 
crans with rccanalization 

Case 11 —A L A Fig 4 si marncrl male age fortj eight 
jears occupation clerk I amilv and past historj of no conse- 
quence parents Swedish but born m this countr> Persistent 
smoker m past twcnt> jears smoking from twentj to thutj 
cigarettes a daj 

In 1921 began to have trouble with his left foot A sore 
developed between his outer two toes previous to this had cramps 
in the calf of his log which was verj annjomg as at that time 
he was on the police force and walkcel much of the time He 
laid off for two months and the sore healed Shortlj after going 
back to work the sore reopened had severe pain m the foot 
which was more or less constant and at times almost unbearable 
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The ulcer spread to the dorsum of the foot, u hich he claimed 
had been very red most of the time Then a gangrenous patch 
de\ eloped on the dorsum of foot, and an amputation uas done 
about 6 inches below the knee This being done elsewhere, I 
have been unable to get anj data as to the pathologic fmdings 
There was no further trouble until JIarch 1929 when sore 
ness dev eloped on inner side of right foot, under big toe There 
were no cramps but a burning sensation of the distal half of 



4S7 — Case II AEA Ashei^now Gettmt, around comfortablj with 
crutches ind an artificial limb 

loot and a redness on the top of foot which was especiallj notice 
able when hmb was pendent and caused considerable discom 
fort, especially if he got about on it There was no pulsation m 
the dorsalis pedis or the posterior tibial artery but pulsation 
could be felt in the popliteal arterj 

He saw Dr John T Bird of this city in September 1929 
"ho made a diagnosis of thrombo angiitis obliterans, and had 
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been under hU care unJd J afn;m(afed {he /eg at the m/ddic lower 
third on December 4, 1929 

During the time Dr IHrd had him under his care he used 
principajiy eiesation, rest, heat, and many injections of 5 per 
cent sodium chloride solution Patient claimcil he suffered in- 



J Ig jSS~(T<i u \ l \ VetJon No os.'S loH rottcr photomicro 
graph 4 Organutd an<{ recanahzmg thromlius mthm artco ^ Intense 
m/iitraiion wiihij] iDU^ubr coat t and t Smooth mu‘<'lc fil>crs P Nes 
formetJ !»foo«l mss. / a 

tensely before amputation Wound healed pr/marilj and since 
he has been perfecti> comfortable m regards pam (Tig$ 458 
anti 459) 

Pathlcpc He port — Gres 5 — Specimen 54825 consists of an 
amputatet) right Jeg, amputation ha^ang been maiie through the 
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middle third of the leg. The skin covering the leg and foot are 
practically unaltered Ho\ve\er, all toes are of a dark purplish 
color and the line of demarkation is quite sharply defined A 
considerable amount of foul-smellmg slough covers the distal 
portion of the toes and dorsal portion of the foot In the deeper 
portion muscles and connecti\e tissue in the dependent portion 




WKi y/ y .. K ^ . I*' ^ ^ — i 

Fig 459 — Case II A E A be on No 9828 high pow er photomicro 
graph shovNing intense cellular infiltriiion AMthin muscular coat at point 
indicated m Fig 458 Also eMdence oi new \e5sel formation 

are markedly edematous, else^^here they appear unaltered The 
^^rger vessels m the leg are considerably narrow ed and the u all 
shoi\s thickening Howe\er, the> still contain some fluid blood 
^hcroscopical —Sections of the \essels abo\e described sho4% 
of the veins and arteries considerably narro^\ed, some 
entirely so by a hyalinized connective tissue In some the outer 
muscular coats are separated by a connectKe tissue in which 
there are many engorged and congested blood vessels, and 
throughout this coat there are accumulations of lymphccjlies 
some plasma cells, and eosinophils The tn^sue separating the 
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>cs‘ic!s cont'iin man) contractc<l and tngorgwl blood ^esseb 
Al! vessels arc not cquall) as (ll(Tu^cl> infiltrated b) Ijinpho- 
c>tcs but aar>ing tlcgrco of infiltration and acti«t> are noted 
An occasional acin is noted as ^\cll as arteo show mg obliteration. 
Diaptosts — Chronic mcsartcriti Iluergcr s disease 

Case III — H R R Januar) 2a 1930 married male age 
fort) one scars occupation merchant Family histor) of no 
consequence tseept scacral mcnil ers of famil) died of cancer 
I’xst histora of no consequence U<et] tobacco acr) moderatel) 
some )tars go but not of late )cars 

About eight )ears ago had an infection m left leg which 
(Ie\ doped folloiwng an crertwn (ph)ing baseball) the leg be 
came swollen to the knee and c\tr since that has worn an elastic 
stocking If he docs not the leg will swell About se\en )e3rs 
ago began to haae pain in his left foot sometimes m the calf 
when he exerted himsdf or xxorked hard being on his feet At 
this time stxcn )cars ago was annO)cd for sexeral weeks 
graduall) the discomfort went aw a) but was noticeable at 
times if lit was on his feet much and this onlj occasional!) 

One )car ago after running for a tram he had a numbness 
dexelop m his left big toe and pain in the calf of his leg the 
rliscomforl especial I) noticeable when he walked and was so 
sexerc that it was with difTicult) he got around for the foUowang 
six weeks the discomfort graduall) disappearing 

At the present time he was lifting a weight which he had to 
carr) up a flight of steps had a sexerc pain in the calf of the left 
leg which anno)c(l him for four or fixe (Ia)s x\hcn he xxalked 
Shortlj following the left foot became numb and he thinks this 
dex eloped m the night xxhen he xxas asleep and has remained 
so Occasional!) there is a tingling sensation and this is espe- 
cially m the great left toe I here is no disturbance in his opposite 
foot or leg About the first part of December dex eloped a 
herpes zoster which started at knee on left leg and extended 
half XV a) to ankle This condition is now about healed 

Blood pressure 130/90 Wassermann negatixe Physical 
examination negatixe xxath exception of left leg and foot Ixo 
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pulsation could be elicited in \essels of foot nor the popliteal 
space, apparentl) normal in groin 

There is a marked ei^'thromelia nhen foot is pendent and 
an ischemia nhen ele\ated Osallometer shons no oscillations 
until just abo\ e the knee 

Has had eight intra\enous injections of 5 per cent salt solu 
tion but there uas in each case an obliteration of the superficial 
\ein so the procedure has been stopped 

This patient vnll be kept under obsenation and continued 
rest mil be carried out as far as possible He feels there is some 
^mpro^eme^t in the past tuo months I rather think so myself 
as there certainl> has been no defimte progression in the case 
since I first sau him 

I mil demonstrate the oscillometer on this case b> first 
placing it on the unaffected leg uhere >ou can see the oscilla 
tions are normal but upon placing it on the affected leg >ou 
see there is no oscillation until I put it o\er the pophteal space, 
and here ue get just the slightest indication of an oscillation 
This conclusi\el> shous that the artenes up to this point are 
thrombosed I am hoping this mil be one of the fortunate 
cases in this disease uhich mil become permanentl> arrested and 
mil go on and de\elop sufficient collateral circulation to carry on 
I msh to thank Dr Robert E Stier pathologist at St Luke’s 
Hospital for his pathologic reports and illustrations 

I msh to go over thrombo angntis obliterans in a general but 
superfiaal way with jou Due credit should be given to Leo 
Buerger for his splendid work on the subject and by whose name 
this disease so often and nghtl> goes and I take the liberty 
of quoting from his work on the subject a number of times It 
IS recognized today as a defimte pathologic entity but is some 
times spoken of as presemle infantile or juvemie gangrene and 
arteritis obliterans Von Winiwarter gave it the name of en 
dartentis obliterans in 1879 by which title it went until Buerger 
m 1908 described it and gav e it the title of thrombo angiitis 
obliterans which is accepted today by all the English speaking 
countries 

The average age of its occurrence is thirty two the youngest 





\ NJDRIDO MmJlJWS 


cnse rv{xjrtc«l wis *c\cntctn an<J ihc oldest it Aftj sujeaa 
It N in inflimmitor) discisc mi oh mg the deep artenesand 
\tins usuallv of tht lowtr eitrcnuties but maj miohc the 
upper 1 ht comltUon Ins Intn notctl m the spermatic and rml 
vchmK JTljt mf!immilor> comlition miohcs. the artcr> and 
itm IS 1 rule tquilK but in 20 to 25 per cent of the casfo 
there IS 1 migritorj thrombojihlebitis and this process often 
mxidcs the sujKrftcnl itms and when such does occur if one 
of these %tms lx. rtmtntd atul ctimmcd his tologicall>, a definite 
ilngnoHi*} cm lx rrndc 

It hxs txen gcnenlh thought that thu ihsea.se was Jiraitcd to 
Stnmic ongm but this his long since been di proieil isjou see 
bj these cls^.^ is men ire I nghsh Sivcdi^h ami Scotch 
1 tij,hsh ilcscint lit bough all Ixjrn in this countr} Buerger 
colhcled StXl casts in \%htch there wuk . scien Gctibles and in 
inothtr sene'. «f tfXt tlurt «crt niniteen Gentiles This db 
CISC rirtb ifTtcis sttimtn in i «encs of tOOO ciscs onh 3 of 
them wtrt ftm de^ 

Hurt is nothing dthnitiis settled is to the etiolog} hut we 
do know It is m inllimmuor^ process cstn though the specific 
orginKm his not been isoliltil lobicco his often been re 
girdtd is 1 ciusitist faitor mon. thin in\ one other thing but 
this Is n >t tssentiil is there art ciso rtporlcd m jndmduab 
who hilt nc\cr Usui it m in> form In these 3 cases two 
ire hc4\-i smokers md the third his Used it m modenlion and 
of htc Mirs not at ill It is utl! hnoMti that tobacco does ha^e 
i decided tfTect ujxm some mdividuils blood sc seU therefore 
It should in these eases be ivimled Tjqihus cndQcnned)Scra.ias 
LiiKisurc ami c«!d ill hixt been rtgirdwl as factors but it is 
question ibk if iht> hvit an> bearing other than po»sibl> ug 
grasitmg tht i listing tomlition 

This disc ISC IS usuiil> continuous but not ah\3>s andma) 
be irrcsicd it inj stage md go on to rcco\cr> with or without 
treatment 

The \cssels \ihcn \sc see them arc fillcit with a griyish >c 
mass rescmblmg m ix the reason for this is thit the disease is 
fir idimccd m the tcrmmi! stige Ihts thrombus terminates 


nmoiiBO ANGIITIS obliterans 


often abruptly and extends into the healthy \ essel in a rounded 
like mass in the earher stage more conicle as shoi\n m Fig 460 
This inflammatorj process in\adcs the ^\hole thickness of the 
\ essel walls and often the surrounding tissue and in longstanding 
cases the fibrous tissue is so dense that it is impossible to separate 
the artery \ein and nerve without tearing them 

In examining the thrombus one can see small openings 
(canalized) in its ends from which small particles of blood might 
be squeezed These openings maj \ ar> in number and size 



Fig 460— Thrombi terminal in apparently intact \essels tipper 
figures conical type of clot there be ng an accretion or stagnation red clot 
over the old obturating organized clot Lower figures rounded extrem t> of 
older type of clot ending in healthy port ons of \essels (Buerger ) 

This inflammatory process progresses in a chronological order 

1 Acute inflammatory lesion with thrombosis 

2 Formation of mihar> great cells foci 

3 Organization and canalization of clot 

4 Disappearance of inflammatory process 

5 Development of fibrous tissue binding together artery 
'em and nerve 
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!l nm correct!> bt saul thit iwticnts afllictw! with thrombo- 
anyitis oblucran*; t\f>t u^uaUj su(!tr <!irct:tt) from ik <fes- 
ii<st itMlf hut fn)m iht thsaslrous occlu i\c thrombosis which 
siRnili^cs niturc ri mclhotl o{ htalinj; t Macular lesion that has 
tong since art'll 

The first s>inj>tom these jnlitnts complam ol is pammlht 
foot usuil!) the left or thtnshcrc in the leg aggra\ated upon 
exertion tinttrnmtcnt chuihcilion) This coiwhtien ma) goon 
for weeks tr months irjd httr tleselop trophic disturbances 
Hicrc is 1 oanosis of toes and fore part of loot which when 
the ftxvt IS |>tmknt i bright rwlness ties cIojt^ (rubor or cryth 
romtha) If the kg is tics lied the redness disappears and a 
dcithhke pilor replaces it (blanchinR or ischemia) There is a 
litk of pulsation If) tht irlerjcs of the foot One should practice 
and eilucitc hiinstlf to find tht dotsaUs pedis and ^xistenor tilaa 
artery for m some tht% art didicuU to fiml m the normal the 
jwphlt'il and fcmonl shouUl iKo he examined 

At this sligt of the distisc these patients suder intensely with 
a }>ain vhich mil rtfjuirt »cihti\cs Tire constancy ofthepa'n 
makes ti ilmost unbearable and the\ will do anything for relief 
cstn btg you to remote tht diM'ised member Then comes the 
terminal condition gmgrtne which 1 % often precipUatetl by 
<.omc slight injury or ink ct ion around the nail 

It has l>cen cstimiltd th it fmm the definite onset of a grad 
ualjy progressise cast u t xVC'* il>out twent\ months for the 
dtstlopinent of gingrtnc vnd U i> further estimated that /a t<> 
SO ptr cent of these casts cstntually come to amputation 
ITiert has bttn a \cia \aluable instrument dcs eloped by 
Pichon known is the ostiUomettr which I haae demonstrated 
to you |,t.nUcmtn It is also a valuable mstrtiment to u:.e m 
determining where to amputate for with it see can indicate 
where the pulsation starts in the artery and this is a fur mdica 
tion of where to do the amjmtalitm 

There IS no spccilic treatment but it is suggested m the car) 
coses that rest is very important and should be persisted m or 
weths The lollowmg treatments arc recommended The use o 
sodium chlonik in 3 to 5 i>cr cent solution gnen intraaenousy 
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at three da> intervals, using from 300 to 400 cc The application 
of heat, being especially careful not to burn on account of low- 
ered resistance of the tissue The posteral treatment which is a 
hard thing to have your patient do and very few will carry it 
out Time wall not permit me to go into this wath you Flushing 
the large bowel every day wath large quantities of Ringer s solu 
tion, also ha\e the patient dnnk quantities of the same 

Removal of the lumbar sympathetic ganglion affecting the 
extremity of that side 

Posterior root section and the use of insulin all may be tried, 
and amputation as a last resort if condition goes on to gangrene 
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ABSCESS OF THE LUNG 

The surgical treatment of lung suppurations presents one ot 
the most interesting as well as the most progressiv'e fields in the 
domain of surger>\ 

The day of “empyema necessitatis’' is passing. Patients are 
being relieved surgically of localized lung suppurations which 
were hopeless two decades ago. 

Lung surgery is a two-edged sword. It cuts one way to 
open an abscess or just as easily it cuts the other way to de- 
stroy the patient. 

The unskilled operator opens the abdomen and removes a 
diseased appendi.v with an unnecessary mortality of 20 per 
cent. He removes a goiter with an unnecessary mortality of 
50 per cent, but when he opens a lung it is almost a miracle if 
the patient sur\dves. 

The requirements for a competent lung surgeon may be 
briefly enumerated: 

First: Ability to recognize pathology by physical e.xamination. 

Second: Ability to interpret :r-rays of the chest. 

Third: An adept with local and regional anesthesia who pos- 
sesses technical ability to perform the most difficult surgical 
Work. 

The following case illustrates some of the problems of chest 
surgery; T^ t t 

Miss C. M., age twenty-five years, referred by Dr. J. J 
F^ocher, was admitted September 13, 1927 Her comp am was 
that of daily paro.xysms of cough producing large ® ® 

Jnucopus and of progressive asthenia. This began In 191/ wit 
an attack of the flu, followed by cough and a pleurisy in the 
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ABSCESS OF THE LUNG 

Tiie surgical treatment of lung suppurations presents one of 
the most interesting as a\ell as the most progressue fields m the 
domain of surger> 

The day of emp) ema necessitatis is passing Patients are 
being relieaed surgicallj of localized lung suppurations ^\hich 
Were hopeless two decades ago 

Lung surgery is a two edged sword It cuts one way to 
open an abscess or just as easily it cuts the other way to de 
stroy the patient 

The unskilled operator opens the abdomen and remo\es a 
diseased appendix with an unnecessary mortality of 20 per 
cent He remo\es a goiter with an unnecessary mortality of 
oO per cent but when he opens a lung it is almost a miracle if 
the patient suraaves 

The requirements for a competent lung surgeon may be 
bnefly enumerated 

First Ability to recognize pathology by phy sical examination 

Second Ability to interpret x rays of the chest 

Third An adept nlth local and regional anesthesia who pos 
sesses technical ability to perform the most difficult surgical 
Work , , f u * 

The following case illustrates some of the problems of chest 

n -ir twenty five years referred b> Dr J J 

KocJir 1 admrtt:d‘Lptc"mber 13 

that of daily paroxysms f "Th^Lgan m 1917 wath 

arSl“?rnTX:fbrUh and ! Pleur. m the 
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right loN\er chest At that time she iNas confined to bed for six 
weeks The exjicctoration i\as large m amount, mucopurulent, 
sometimes tinged i\Uh blood, and wthout odor Occasionally 
it became lessened m amount ^^hen temperature, malaise, and 
rapid loss of strength occurred These attacks ucre terminated 
b) paroxysms of cough and profuse expectoration 

Her family and personal histones showed nothing of note, ex 
cept that she had suffered from spinal cursature since she was 
thirteen y ears of age In spite of this deformity she was able to 
lead a scry actixe life until the onset of her present trouble 



Ftg 461 — Condition of cf cst on first examination sfiowing the marted 
scoliosis untl tlenxit) licgmning at the lex el of the ninth nb 

Physical examination rc\ea)cd the following pertinent condi 
tions Height 5 feet 3 inches Weight 83 pounds Blood pres 
sure 90y?5 Marked lateral scoliosis and lumbar lordosis 
Marked prominence nght chest postenorly Percussion showed 
tympany oxer the nght lower lobe There were no breath 
sounds m this area x-Ray of the chest (Fig 461) showed a 
limited mxoKement of the lower lobe of the nght lung 
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findings: Red blood cells, 3,649,000, leukocytes 
SoOO; neutrophils, 84 per cent. ’ 

Dn Simon Jesberg made a bronchoscopical exanunation of 
the affected portion of this lung. This was ver>' difficult on 
account of the tortuosity of the trachea. He succeeded in pac- 
ing the bronchoscope do^m the posterior di\'ision of the right 
bronchus then the (^nnula was passed beyond and finaUy entered 
a cavitj After %%ithdrawing about 2 ounces of mucopurulent 
tena an injection of lipiodol iras done and a stereo picture 



^1? 462. Bronchoscope and cannula passed into the lung abscess, with the 
abscess partiall) filled with lipiodol. 


taken (Fig. 462). This shows the deformity of the chest 
structures, the bronchoscope and lipiodol in place. The broncho- 
scope was withdrawn, the patient sat up, and a second radio- 
^aph was taken (Fig. 463). On account of her tseakened condi- 
bon no attempt was made to x-ray her in the inverted position. 

After the x-ray examination was made she was returned to 
bed and allowed to rest for three days before any operative work 

attempted. 

vot. JO~j2 
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On September 17th she Mas returnetl to the surgery and a 
field block nnesthetic of the right lower dorsal region was gi\en 
injecting the roots of the ninth tenth and ele\enth ncr\es as 
the} emerged from the mteiAcrtcbril fonmen An incision was 
made o\er the tenth nb and about inches of this was resected 
The pleura Mas found to be adherent and Mas opened with a 
cauter} knife The incision was continued through a small 
amount of lung tissue until the abscess caaat} was reached The 



Fg 461 — BroncI oscojie vi t! Iriwn Tti 1 the {Wticnl in an upright poi t on 
show ng tl L I p o Ig| at the dependent pirt of the C3\it> 

contents consisting of a quantity of mucopus and lipiodol was 
aspirated A rather large opening Mas made — sufficient to allow 
free access and exploration of the ca\at> I his opening Mas filled 
with sexeral large soft rubber drainage tubes and also seaeral 
Dakm tubes were inserted The patient experienced no dis 
comfort during the opcratue procedure and left the table m 
good condition After a few hours Dakm solution Mas instilled 
ever} three hours during the day and once during the night The 
admimstration was started aery carefiilh because of the knoMl 
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edge of an open bronchus leading into the absccs-s ca\•lt^ No 
difficult) "nas encountered and the patient made <;pecda progress 
The temperature became normal after six daas The cough 
and expectoration ceased She ^\as able to return home ten 
da)’s after operation The tubes ^\e^e gradualh extruded b) 
contraction of the caxit) and b) clexation of the diaphragm on 
that side (Fig 464) Complete healing occurred ^nthin two 



^ x' 

\J 


-164 — Oblitcratton of the b> the expanse of the lung and elev-ation 

of the diaphragm Healing was complete 

“lonths A few moist rales could be heard oxer this area for 
about three months and then exen these signs disappeared She 
bas gained greatly in strength and xx eight and has been able to 
lead an actixe normal life 

This case illustrates (1) The importance of skilful broncho:> 
^P> m making an accurate diagnosis in lung suppuration (2) 
The adx antages of a regional anesthetic xx hich lessens the chances 
disseminating the infection And finall) , (3) the adxasability 
of treating lung suppuration on the pnnaples of adequate dram 
and the proper use of Dakin solution 
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EPILEPSY DUE TO AN ARTERIOVENOUS ANEURYSM OF 
THE BRAIN 

I WISH to present Mrs. S., age forty-two years, American 
houservife, who w'as admitted to the medical service with the 
complaint of nocturnal con\-ulsions during the last seA en years. 

The patient can give no history’ of conATilsions during infancy 
or childhood. She has enjoyed excellent health until shortly 
beiore the present illness when two fainting spells occurred with- 
out apparent cause. She is of a quiet temperament and has only 
become anxious about her health in the last few months. 

Seven years ago, at the age of thirty-five years, the first noc- 
turnal conAOilsion occurred. The patient’s czy awakened the 
husband who saw her suddenly go into a generalized clonic con- 
ATdsive state lasting two to fifteen minutes and followed by a 
deep sleep. Involuntaiy’ urination and a bitten tongue made the 
patient realize on awakening in the morning that some unusual 
situation had arisen during her sleep. For two years the seizures 
were infrequent, appearing at intervals of four or five months, 
then the frequenc>' increased and in the past few years they have 
occurred about ever>' two months. The attacks were unrelated 
to menstruation, emotional strains, or physical efforts. 

Several years ago after reading of a popular diet the patient 
limited herself for two days to a diet consisting exclusively of 
fruit juices. Three conxmlsions occurred in the two succeeding 
nights. During the past two years on awakening after a con- 
x-ulsion she has often noticed severe pain in the right temporal 
region which would be relieved by vomiting. Three months before 
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10 the ho^pitil the seizures begin to ippear it montWjr 
mtenils with prcmonitorj restlessness for a <lij or two before 
the attack 

There is no complaint other than this nocturnal epilepsy 
chanctenzed b> onset in middle life No account of localized 
con\*ulsions could be elicited from the husband who always tie 
«cnbed a generalized clonic state associated with bed welting 

On direct questioning the patient thought that fht left side 
of her bod} felt more tired than the nght on some mornings 
after an attack 

The ph}sical and neurological examinations rcacal nothing of 
importance The Xasual lields arc normal Ophthalmoscopical 
findings show normal e>egrounds and normal pulsation of the 
retinal acssels Pcrcu sion anti auscultation of the skull reacal 
no abnormalities 

Of the special exammUi )ns the blood pressure was found to 
\ar} from 128 106 sa^tolic ^\lth 80 70 diastoljc The blood 
count Urine anaKiis and blood assermann were ncgatiae 
On lumbir puncture the cerebrospinal fluid a\as found to be 
slightlv increased m pressure although no manometne readings 
were taken There were ten white cells in the fluid ashich ga\e 
negativa? Nonne \fguchi U assermann and colloidal gold re 
actions 

I felt that the stor} of epilcps} starting m middle life and 
always occurring at night strongly suggested an intracranial 
\ascular lesion suth as an arvgioma or a \enous. or artenoaenous 
abnormality In the absence of attacks ob>er\able during hos 
pitibzation I recommended ventriculograms as the first means 
of localization knowing that the onset of epilepsy in adult fife 
is generally due to a tumor or space occupying lesion 

Roentgtnographic study of the skull showed a calcified 
pineal gland displaced about 1 cm toward the left Side in the 
anterior posterior view The petrous portion of the temporal 
bone on the nght side was evidently somewhat tlecalcified Some 
faint small calcifications seen m the right temporal fossa prob 
ably in the peripheral portion of the temporal lobe were strongly 
suggestive of tumor 
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While the patient ^\as being studied on the neuro ps\chntnc 
service by those interested m epilepsy an attempt was made at 
encephaIograph> b> introducing air into the spinal subarachnoid 
space, but this as not successful 

The patient uas then transferred to ourseraice for \entncu 
lography Roentgenograms sho^\ed bj the pineal shift a space 



Tig 465 —Retouched \entncuIogr'im anterior posterior view showing 
tf>e lateral defect m the horn of the right ventricle The sh ft of the pineal 
to the left IS indicated Many small calcifications were seen stereoscopically 
the outlined area 

occupying lesion m the right cerebrum but air injection was 
indicated to outUne the ventricular bounclanes and to definitely 
localize the lesion m its relation to the right ventricle 

The ventriculograms showed a normal left lateral aentncle 
The body and temporal horn of the right lateral ventricle were 
obliterated, and a lateral irregularity of the anterior part of this 
^entncle was clearly seen in the anterior posterior view (Fig 
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465) The calcified ifta m (ht n^iit temporal lobe seemed to 
be in the crpion of the tsUnd of Rtil 

The exact loci t ion of a space ocmp\mg lesion was now defi 
mte \ gliomatous tumor would of course }>e the most probable 
diignosis However the long historv of a single sjmptom, 
cpiltps> mimfestmg ilstll onK during sleep in a patient with 
out objective signs ot iiurei^td mtracramal pressure led me to 



I >1, -thf lirtwHii, »i 5 jt otKritum of in arUoovctious antur>SOiof 

tlslr n Jht (r i <_ it i n i onninoK at on l)etwecn a 8>!sim arKiy 

i-iiii 1 111 \tl> snd 1 pulsating f«l arterial WixhI 

>' t t r I II 1 ! 1 ! /? Jit pirn lilt i iJrifietl portion of the leswn 

” K >1 f til id ! I K, ( m 1 in Jeilcti 

belivve th\l \ s isiul ir ibn irmalit> wts m this case the caus 
the epilepsv 

Tnder 5ti.il uusthtsi i in exploration was made by a 
craniot mix m) p! u^d as to cviiose the right parietal and tem 
lobes M inipuiiti >n >f the dura and palpation of the c 
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was much more painful than normally. As indicated in the il- 
lustration (Fig. 466) the convolutions were of normal size and 
firm in consistency. In the syUdan fissure the subarachnoid 
spaces were enlarged and quite deep, forming a large lake of 
cerebrospinal fluid out of which four serpentine arteries arose 
from the tip of the temporal lobe. The superficial and more tor- 
tuous artery in the fissure contained red pulsating blood, but in 
its continuation over the parietal lobe it became bluish in color. 
Its course and situation was that of the rolandic vein and it 
was found to enter the longitudinal sinus, yet it originated as 
an artery in the sylvian fissure. Close inspection of this vessel 
revealed its true nature. As it emerged from the sylvian fissure 
a vein coming from the frontal lobe emptied pure venous blood 
into this channel at the junction of the sylvian and rolandic 
portions (1 in Fig. 466). The confluence of the dark and 
bright-red blood streams was easily seen through the lumen, 
making the lower half of the rolandic channel a reddish purple. 
When the arterial supply (5 in Fig. 466) of this channel was shut 
off by pressure with the handle of a scalpel below' the entrance 
of the venous branch, it became bluish and pulseless. On occlud- 
ing the venous branch the low*er half of the rolandic channel 
became filled with red pulsating blood. At a midway point in 
the lolandic channel tw'O arteries (2 and 3, Fig. 466) sent their 
red arterial blood into the rather purplish stream On occluding 
them the upper portion of the rolandic channel took on the color 
of a vein, and presented, when the primary’ arterial source in the 
sylvian fissure was also occluded, throughout the true appear- 
ance of a normal rolandic vein (R in Fig. 466). This rolandic 
charmel measured 4 mm. in diameter, about the size of a normal 
rolandic vein. No thrill coiJd be felt with the gloved finger. 

The ventriculograms had shown that the main mass of the 
arteriovenous aneurysm lay beneath the motor area in the region 
of the island of Red. An attempt was made to expose the 
middle cerebral artery and C-vplore the under surface of the 
temporal and parietal lobes for the location of the main part of 
the lesion, but the tortuous arteries in the sylvian fissure vr 
found to be so adherent to the inner surface of the du 
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their mob-jjization uas consjderetl too dangerous The altcma 
ti\e of a subcortical exposure an<! resection would ha\c led to 
a hcjnipkgn Ligation of the serpentine s>hian artcrj at its 
junction laith the rohndic channel might also have resulted in 
motor ami sensorj impairment 

In the hope that a branch of the mithilc meningeal arterj 
might connect vvath the sjlvian fissure vessels this arlerj was 
ligated just distal to us emergence from the foramen spinosum 
with however no vasible clTcct on the ksion 

Knowing that the ‘;pacc ocoipjing vascular lesion had dis- 
pheal the pineal gland and obhteratal a portion of the right 
lateral ventncle this region was decompressctl bj mcismg the 
dura and rongcunng aw a\ the bone beneath the temporal muscle 
over an area 8 or 9 cm m diameter 

The pnticnt s convaJc cence vvas uneventful an<l she was up 
m a chair on the Mvth lopcratuc daj 

Comment I ight m mths hav c clapscil since the craniolom> 
and dccon-ipression without a return of conv uKions Becomprcs 
sions fret^uenth alTord dclmitc amelioration of svmptoraa to 
patients with similar lesions 

The vtr\ do t proximitv of the subcortical angiomatous por 
tion IS well IS the cortical fistulous portion of the lesion to the 
motor arc i and the resultant danger of a hemiplegia precluded 
a complete evcision which would of course have promised a 
most sati‘vfactor\ cure 

Ligatian of the internal carotid arterv in the neck was not 
attempted becau c of the absence of enlargement of this vessel 
and of a bruit or thrill in the lesion In some cases it has led to 
amelioration of signs and sjmptoms but even this cannot he 
permanent because of the collateral suppi> through the arcle 
of Willis 

Radiotherapv applied to angiomas in vnnous parts of the 
body has frequentlv produced an inactiv t stale of the leaion bv 
thrombosis Such treatment has led to temporarv araehora 
tion of sjmptoms m a few intracranial arteriov cnoua lesions but 
in a patient of Cushings with roentgenographic evidence of 
calahcation before radiotiierap> no increase in the calcified 
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areas appeared after four scries of deep jr-ray treatments. Cald- 
ication in (he lesion, such as my patient showeti, might be con- 
^dered as an indication that the lesion is dnng and becoming 
inactive. 

^^’iracranial arteriovenous aneurysms in general, the 

REPORT OF DANDY 

In 1928 Dandy' reported 8 cases of arteriovenous aneurysms 
of the brain and was able to collect 22 additional cases from the 
literature. These were all congenital in origin and could be 
grouped into three tj-pes: First, those in which an “anomalous 
'essel of congenital origin establishes a direct end-to-end com- 
Diunication between an arter\' and vein”; second, those in 
which the aneuiysm is formed by “a communication between a 
Isrge artery’ and a contiguous vein by one or more aberrant 
'‘essels”; and third, those in which “a network of vessels — so- 
i^llcd angioma — is interposed between an artery' and one or 
several veins.” 

Time of Appearance and Duration of Symptoms.—Intra- 
cranial arteriovenous aneury'sms are not uncommon, occurring 
in about 1 per cent of all tumors of the brain. They may be 
foimd in almost any part of the brain, most frequently in the 
paracentral region. Of 18 cases in which data as to the onset of 
s>iiiptoms was available, Dandy reports that: “The first sj'mp- 
loms appeared in seven patients between the ages of one and 
ten years, in three patients between thirty-one and forty years; 
in five patients between forty-one and fifty years; there was no 
record of first sjunpioms for patients between twenty-one and 
thirty years of age. 

“In 44 per cent of the patients, therefore, the first symptoms 
did not appear until after the age of thirty, and in 30 per cent 
symptoms began after the fortieth year. The latest time of 
appearance was at the age of forty-eight. 

“The duration of sjTnptoms ranged from a few hours to 
fifty years. In 4 of 18 cases sjTnptoms had been present for 
more than twenty years.” 

Gross Appearance. — Usually the aneuiy'sms are character- 
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w«! the Jarge tortuous cortical ■veins through the walk of 
which the pulsating red arterial blood can be seen mixing with 
the darh ■venous blood this admixture being an essential point 
m the diagnosis 

Symptoms — 0md> found that the sjTnptoms were faitl> 
characteristic ‘Jacksonian con-vnilsions followed b> transsent 
loss o! sensation or motor power in the pari affected b> the 
coninilsion, and a gradually progressive sensorv nr motor hemi 
plegia on the affected side are the sjmptoms common to most 
of the aneurysms affecting the cerebral hemisphere The symp 
toms ate usuallj of many jears duration often beginning in 
childhood and continuing into adult life, again, they frequently 
do not begin until after the thirtieth or fortieth > car 

Cerebral Hemonhage ~ Of the 22 cases collected from the 
literature 41 per cent died of cerebral hemorrhage and Dandy 
feels that w hen a cerebral hemonhage occu rs before the time w hen 
vascular accidents are to be expected it is the result of a tumor 
or aneurysm either of which may contribute defective vessels 

The Report of Cushing and Bailey —Cushing and Bailey m 
a monograph on blood vessel tumors of the brain^ contnbute 
6 more proved cases of vrienovenous anew rv sms which, they 
term angioma artenolc although they suggest the title '‘angi 
oma arteriole et venosum as being more exact Three other 
cases were suggestive of aneurysm but they were not proved by 
exploration 

The age of onset of symptoms was from thirteen to thirty 
years {thirteen eighteen nineteen, twenty two twenty four, 
thirty } and the duration of symptoms ranged from two to forty 
SIX years (two three seven eight ten forty six) 

Two of the 9 cases reported had nonpuUating unilateral 
exophthalmos 

In 5 of their 6 proved cases the lesion was located in the 
ewebtay hemispheres 3 suffered from comnilsions and m 4 an 
mtracrama! bruit was detected The bruit was a complaint in 
the 3 unproved cases 

Bruit Although intracranial bruit is strongly suggestive of 
aneurysm certain vascular mtracranial tumors may have an 


EPIlEPS-i FROM ARTERIO\ ENObS ANEURISM OF BRAIN 1149 


audible bruit Cushing states that one or t^^o eMmples ol thii, 
are among his senes of meningiomas Because of a loiul bruit 
heard m a child of fi\e, where skull plates shoi\cd areas of *.al 
cification in the right frontal region I made the diagno i of 
arteno\enous aneurism At operation a large partially cv>,lic 
glioma of \ery embryonic type of cell (ncuro epithelioma accor i 
mg to the classification of ghomas bj Cushing and Bailev) was 
exposed The bruit disappeared as soon as the dura was incisal 
Treatment — ^Although radical ligations and extirpations are 
curatixe they are generally dangerous to life and function and 
are indicated only m the small group of cases where the aneurj sm 
IS posterior to the motor tracts Palhative measures are avail 
able in selected cases, such as hgation of the internal carotid 
artery for cerebral aneurysm and of the xertebral artery for 
cerebellar aneurysm, and decompressions in cases in which pres 
sure symptoms ha\ e appeared Cushing reports some ameliora 
hoQ of symptoms from deep x ray therapy 

Epilepsy and Space occupying Lesions —The great frequency 
of epileptiform attacks occurring in patients xvith cerebral angi 
omas venous abnormaUties and artenoxenous aneurysms is 
apparently due to the fact that \ascular anomalies arc more 
hhely to occur in the middle cerebral artery and so involve the 
paracentral conv olutions 


Epilepsy is a symptom The causative factors are vanous 
and frequently are never identified, yet m the cases under dis 
cussion It IS evidently proxoked by these \ascubr abnormalities 
Most cases of so called idiopathic epilepsy show definite 
organic changes in the cortical or subcortical regions indicating 
a pathologic process of an infectious or toxic nature at some 
Penod of hfe either intrautenne or later Epilepsy may al^ 
a distressing aftermath of traumatic head injuries, the at 
tacks being focal or generalized in character Epi cpsy is o cn 
tie first symptom ot brain tumors and of intracranial vascular 

MomaUes such as angiomas and artenosenous aneurysms ucr 

tainly epileptic attacks apptanng for the first time in “ I® 
past puberty strongly suggests a tumor or \ascu ^ 

of the brain Nocwmal epilepsy points to a vascular anomaly 
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Man> measures are being tried to control epileptic seizures 
Of the more recent ones, the maintenance of a fairl> constant 
degree of acidosis b> the hetogenic diet with a moderate dehj dra 
tion b> limiting fluids and the use of drugs of the bromide group 
ha\ e found fa^ or— > et all these measures treat onlj the symptom, 
and arc not aimed "it the underhing causatne agent 

ITie important point about the patients with epilcpsj as 
emphasized b> Dandy, is to differentiate those cases in whom 
curatn c measures can be apphed to the causatue agent, whether 
the lesion be a localized scar, a tumor, or a \ ascular anomalj 
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three cases of CARCINOMA OF THE KIDNEY. ATYP- 
ICAL IN TYPE 


TliE follow^ng cases of ah eolar carcinoma of the kuinej are 
of interest because of unusual e\olution which, ^vith misleading 
clinical tests, contributed to increase the difficulty of accurate 
diagnosis The first case preoperatively and postoperativcly 
during recurrence, showed p>rexia which, though not rare, is 
unusual and complicates diagnosis The second case illustrates 
the operative difficulties that may be expereicned in an old 
standing nephropexj case The third case shows that an un 
usually large malignant tumor of the kidney may be present with 
but few subjective symptoms of importance 


Case I— Carcinoma of right kidney with high fever during 
the primar> and recurring stages, invasion of kidney pedicle, 
death 


History —A man aged forty six j ears came complaining of 
fever and pain in his back and legs During the last two >cars 
he had gradually lost 60 pounds, he had been dieting to reduce 
his w eight Frequently during the last two years and constantly 
the last sue weeks he had had night sweats For ten months he 
had an occasional evening fever, and for several months he had 
had attacks of pain in the suprapubic area There was occa 
sional noctuna, but no d> 5 una or hematuna For tno months 
pnor to the first caam.nat.on he had a acrj h.gh fet er not only 
tn the afternoon and et enmgs, but, at t.mes, et en .n the mom.ng 
The temperature vaned from 98 to 104 F For ten dajs tt 
remamed above 101 F Dunng th.s time the pa.n .n h.s back 
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and leg^, w hich had not been sc\ ere, became excruciating, requir- 
ing large amounts of morphine for relief. 

Ph\skal Lxam'inaHou — The right kidney, nhich nas readil) 
palpatetl, was markedly tender, neither the left kidney nor the 
ii\ cr edge could be felt An examination of the heart and lungs 
did not rex cal an> thing unusual 

Lahorolory Data — The urine u as cloudy, xrith a speafic 
graxity of 1020 It contained a large amount of albumin, blood, 
and pus, but no sugar The two-hour intraxenous phthalcin re- 



Fig 467 — Case I riorgated, poorly filled pcUis with partial obliteration of 
middle calyx 


turn was 35 per cent Hemoglobin, 75 per cent (this dropped to 
60 per cent m three xxeeks), red blood cell count, 4,360,000; and 
leukocyte count, 8500 Roentgenograms of the chest, peixds, 
kidnej's, ureters, and bladder revealed nothing abnormal 
A shghtly inflamed bladder was found on cystoscopy. No 
urine was seen spurting from the ureteral orifices during a period 
of fixe minutes The ureters were cathoterized, no urbe was 


"53 


at\tic.\l cases of carcinoma of kidney 

obt;^ed from the right kidney and onl}’ a small amount from 

e left, containing a few pus cells. A dirided phthalein test 
returned 4 per cent from the left kidney in fifteen minutes. 
* othing 'iras obtained from the right side. A right pyelogram 
showed a large and elongated pehis (Fig. 467). Only a small 
^ount of opaque substance could be injected into the kidney 
peiMs. The calices were large and blunted and were outh'ned 
only by a few fine lines. 

Clinical Diagnosis. — 1. Acute infection of the kidney. 2 Kid- 
ney- tumor. 

Operation. — Gas anesthesia. A right, posterolateral incision 
was made. The kidney was edematous and three times normal 
It was dark, hemorrhagic, and on its conve-X border cov- 
ered with a bulbous patch which, in color, looked like the adrenal 
gland; this spread out over an area 10 cm. in diameter. A speci- 
nien removed from this region was reported malignant after 
examination of a frozen section. Three clamps were then placed 
On the ^'ascula^ pedicle and the kidney, together with its cajKuIe 
^ud surrounding tissues, removed. The renal pedicle was thick 
and friable, so one of the clamps was not removed. Two liga- 
tures were also placed on the pjedicle. The wound was closed in 
the usual way. The damp ^vas removed in seventy-two hours 
and the patient readily recovered from the operation. 

The kidr was 12 cm. long, with a spherical, nodular tumor 
^ by 7 by cm., occupjmg the middle jxjrtion. On cut surface 
the tumor was grajash with yellowish necrotic areas; it was 
poorly defined, small nodules occurring in the kidne3’ tissue beyond 
the main mass. There was no capsule about the growth. Two 
large branches of the renal vein were filled with soft tumor 
growth. 

iricroscopical section showed an indefimte alveolar arrange- 
ment with large, extremely at>'picnl epithelial celk, having a 
granular cytoplasm (Figs. 46S, 469) ilany of the nudei were 
large and pioljmoTphous. Some of the cells appeared like multi- 
nudear ^ant cells. In places the cj'toplasm of the cells was 
dear. 

PaUwlogic Diagnosis . — Alveolar carcinoma of the kidney. 
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The ^^ound healed readily and the patient left the hospital 
in two weeks Three weeks after operation his temperature, 
which had been normal directly after operation, went up to 



Fig 408 — Cave 1 I arge at^ pical epithelial cells fortning an aKeolar arrange 
ment (X 120) 



Fig 469 — Case I Alveolar structure resembling arrangement 
renal tubules (X 50) 

102 and 104 F , the severe pain he had had before op 
his legs and back also returned One month after or 
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nodule of tumor growth appeared at the upper angle of his 
wound, this rapidlj spread until it involved the upper third of 
his incision He died two months after operation Dunng his 
last six weeks the temperature remained almost constantly ele 
vated and his severe pains required large doses of morphine for 
even partial relief 

ComnwU — This case illustrates how prominently fever may 
figure as a sjmptom either of the original renal tumor or as an 
indication of recurrence or metastases The fever in this case 
which was manifest before removing the kidney and which re- 
turned with the recurrent growth was very severe with the 
signs of toxic poisoning it at first suggested that we were dealing 
with an infectious process 

Very little has been written concerning fever as a symptom 
of mabgnant tumors Creevy recently reported 2 cases of renal 
tumor and made a review of the cases in the literature in which 
fever was an outstanding s>mptom Israel was the first to call 
attention to this condition fever was present in 18 per cent of 
his cases of hypernephroma In several cas^s it was the only 
symptom noted by the patient Israel believed that the pyrexia 
was due to the formation in the tumor of specific p>TOgemc sub 


stances Judd and Hand m 367 cases of carcinomas of the 
kidney seen at The Ma>o Clinic state that chilis and fever and 
lught sweats were present m about 10 per cent of cases 

Regarding the operative finding of extension of tumor growth 
into the renal vein this is not an uncommon occurrence with renal 
tumor but while it markedly increases the operative risk it 


does not necessarily indicate a bad prognosis Toulds m a re 
view of 200 cases of tumor of the renal parenchyma treated at 
The Mayo Clinic found that the renal vein was involved in 
45 (22 5 per cent) Nine of the forty five patients died directly 
after operation In the remaining 155 cases in which the renal 
vein was not involved there was a hospital mortaht> of 1 5 per 
cent only two patients djang Ofthe thirty six patients with in 
volvement of the renal rem nho sunned the opcrat.on complete 
postoperatne data avere obtamable concern, ng th,rt 5 one 
Ttventy two of these d.ed ,n less than tno jean, alter operation 
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n\c of the fort) fi\e (II 1 per cent) patients ire alive from 
three to fourteen >cars after operation 

Extension to the renal \cm greatl> increases the difficulty 
of accurate hemostasis and the risk of secondary homor 
rhage the vein is rigid and friable having lost its usual 
clastiotj, and after ligation or clamping of the pedicle 
the contained plug of tissue prevents accurate healing of the 
inased veins The renal vein has not uncommonly been opened 
a plug of renal tumor removed and the vein successfully closed 
during the course of nephrectomy for malignant disease In 
some cases the tumor growth may be so cvtcnsive as to pass 
throu^ the renal veins and the vena cava to the right auricle of 
the heart 

Case II— Carcinoma of nght kidney following a nephropevy 
twenty years prcvaously Operative difficulties in such cases 
A woman aged forty eight years came for treatment of inter 
mitteut hematuna She had always been, quite well except for a 
pain in the nght renal area of several months duration which 
had been relieved by a nght nephropexy performed twenty years 
ago She had passed the menopause four y ears ago 

Ihslory — One year ago she had an attack of hematuna 
Specimens of unne for a penod of two weeks contained much 
blood and at tunes clots There has been two similar though 
shorter attacks occurring ten and seven months before respec 
lively The last attack started two weeks prior to examination 
during which time her urmc contained mudi blood and occa 
sionally large clots For the last eight months there had been 
a dull nonrachatmg fairly constant pam m the right side of her 
abdomen which was never very severe or colicky but very 
annoying At times she had short sharp pains m the right 
lower abdomen usually relieved after she passed blood clots 
There had been no noctuna dysuria or frequency of micturition 
Physical Examination — Nothing abnormal was found except 
that the nght kidney was palpable It was firmly fixed smooth 
and not tender on palpation There was a short straight well 
healed scar in the right costovertebral area 
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Laboratory Data . — The urine was hazy and acid, and had a 
specific graNdty of 1020. It contained no sugar, but there was 
a trace of albumin, a moderate amount of pus, and many bac- 
teria, The two-hour intravenous phthalein return was 60 per 
cent. A roentgenogram revealed the shadow of a large right 
kidney. 

Cystoscopy showed a normal bladder and urethra, with both 
ureteral orifices spurting clear urine, the left more so than the 



Fig 470^Case 11 Large, dilated, irregular pelvis with obliteration of 
caliccs Rounded shadow of soft tissue tumor at lower pole. 


right. Both ureters were readily catheterized. The specimen 
from the right kidney contained a few red blood cells and an 
occasional pus cell; that from the left was normal. Intraven- 
ously injected phthalein returned in five minutes from each side; 
8 per cent was obtained from the right kindey and 12 per cent 
from the left in fifteen minutes. Twenty-five cc. of fluid were 
x^dthdrawn from the right renal pelvis. A pyclogram of the right 
kidney showed a large, irregular, dilated, and distorted pelvis 
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mth an almost complete oblitcntjon of the renal cahees (Fig 
470) 

Cliftttal Diagnosis — 1 Pjonephrosis 2 Kidney tumor 
Oferatwn — A right posterolateral incision was made under 
pas anesthesia cutting through the scar of prcaaous operation 
There was marked perirenal bleeding wnth aer> extensive adhe 
sions around the old scar It was impossible to deliver thehidne) 
m the usual waj so the capsule was cut through and the Sidney 
reached subcapsularlj The segment exposed was smaller than 
a normal hidncj distorted and firm There w is free bleeding 
from the renal mass and it was impossible to identifj all the 
structures The turned down renal capsule was cut avvaj in a 
circular manner which permitted clamping the vascular pedicle 
directly instead of through the thickened doubled capsule The 
pedicle was triply ligated and cut The ureter was tied and cut 
4 cm below the kidney Investigation of the removed renal 
mass showed that the pelvis which had appeared dilated in the 
pyelogram did not form part of it and on examining the renal 
area it was found impo sible to locate the pelvis or any remaining 
kidney tissue there The wound was dosed jn the usual manner 
and the patient sent from the operating room in good condition 
Section of the remov ed renal mass rev ealed a tumor 7 by 6 
by S cm well encapsulated by an irregular fibrous condensation 
capsule It was hemorrhagic and nodular and made up the bulk 
of the mass removed There were sev eral small nodules contain 
mg yellowish fatty areas and many heavy fibrous band^ which 
divided the tumor into different segments Only a small area of 
renal tissue was attached to the tumor 

Microscopical sections revealed a cellular structure m which 
were groups of large clear cells m an ah eoHr arrangement These 
cells were filled with a lipoid material \ ery few mitotic figures 
were seen (Fig 471) 

Pathologic Diagnosis — Carcinoma of the kidney 
The patient readily recovered from the operation but drained 
urme from her incision after the second day She was given a 
course of x ray treatments with the idea of destroying any re 
mainmg tumor fragments and possibly of causing an atrophy of 
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the remaining renal fragment The wound drained unne con 
(muouslj for three months without decreasing m amount 
At a second operation the old incision was opened and the 
upper portion of the kidney containing the pehis was now 
found firml} adherent to the muscular wall opposite the lower 
tno nbs There was onl) slight bleeding and the few remaining 
'cssels were clamped, ligated, and cut The wound was closed 
m the usual manner and the patient made an une\entful con- 
valescence, healing was rapid, and two 3 cars later she was in 
normal health and h'^d h'’d no further trouble 



F'g 471— Case II At\eoIar arranfiement of cells Gr inular cjtoplasm and 
large nuclei (X lOO) 

Comment —The kidney, after long standing nephropexy, usu 
ally becomes markedly adherent to the chest wall In most cases 
sharp dissection is necessary in order to free it from its bed In 
this case the capsule was readily separated from the lower portion 
of the kidney and its contained tumor, but when the portion of 
kidney that was adherent to the chest wall was reached, it was 
impossible to stnp oil the capsule and a false line of cleavage 
was opened It w as not noticed that the peKis w as not attached 
until the vascular pedicle was ligated and cut and the lower renal 
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segment removed A further attempt to remove the remainder 
of the kidney at that time jeopardized the safety of the ligated 
acsseis and was not done It was not known how large a seg 
ment of kulney remamed if onlj the pclvas rem lined it would 
probably not cause trouble 

The original roentgenogram revealed the shidovv of a large 
kKlnc> this was due to the perirenal adhesions and thickening 
of the surrounding tissue a not uncommon fmthng following sur 
gicil procedures on the kidne) 

It IS almost impossible to remove i kidnt> after a long 
standing nephropevy except by the subcapsuhr method In this 
case a procedure first desenbed b> Fedorofr and liter by \V J 
Ma>o was cmplojed The kidnej was pulled outward which 
put tension on the vascular pedicle the turned bak renal cap- 
sule w as then cut around the pedicle .and the v tsstk u ere brought 
through the circular opening This permits safe certain damping 
of the vascular potlicle without the intervention of the thick cap 
sule In the usual procedure of subcapsu hrcctomj the 
pedicle and the thickened edematous cap 
masse It IS very difficult to safely liga 
segment of tissue 

Case nr Large carcinoma of the 
extension producing very few symptoms 

History \ min age<l liftyone jears \ 
meat of an ibdommal tumor Twenty je 
sivc pulmonary tuberculosis and was m a 
jears For the last eight years he has bcc 
He had been modentelv constipated for 
ncccssar> for him to take a cathartic daiU 
had one week of dysuria and frequent mictu 
been no hematuria or nocturia nor an> signs o 
since that time In 1927 he weighed 1 72 pound 
160 pounds Two weeks ago, while rubbing hi 
felt a large mass on the right side He had had n 

Physical Cxamtnaiton —The patient was a 
man vvtth a rather sa roun 
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\isible below the right costal margin. There was no abdominal 
tenderness nor rigidity. The mass, which was between the costal 
margin and the crest of the ilium, w’as about 20 by 15 cnr. in 
size, smooth, firm, and tense, but not fixed. It could readily be 
moved about 3 cm. toward the midline. 

Laboratory Data . — The urine "was acid with a specific gravity 
of 1020. There was neither sugar nor albumin and only a few red 
blood cells present. The two'hour intravenous phthalein return 
was 50 per cent. Hemoglobin content of the blood was 65 per 
Cent; red blood count, 4,500,000; and white cell count, 6600. 
Blood Wassermann test was negative. A roentgenogram of the 
abdomen revealed a large, soft tissue tumor occupying the upper 
right abdominal quadrant. The medial border of the tumor 
extended over the lateral margin of the vertebral column; the 
lower border extended to the level of the iliac crest. The tumor 
was extrinsic to the gastro-intestinal tract, displacing the hepatic 
flexure of the colon downward and to the left, 


Cystoscopy revealed a normal bladder with clear urine spurt- 
ing from both ureteral orifices. Both ureters were catheterized 
3nd an occasional cell found in the urine from each kidney. A 
divided function showed that the right kidney was doing only 
one fourth of the work of a normal kidney; the function of the 


left kidney was greater than normal. A right pyelogram showed 
the same large tissue tumor seen in the original roentgenogram. 
There was a displacement and flattening of the pelvis and 
calices and a torsion of the pyelographic shadow which was 
turned upside down and flattened out over the top of the tumor 
shadow. ApparenUy the weight of the tumor mass had pulled 

therenalpelvisdownwardandoutofplace. The ureteral shadow 

"'as displaced toward the median line (Fig. 

Clinical Diagnom.-h Kidney tumor. 2. Kidney 

anesthesia. A ‘Xtt 

was made, the abdominal limb of the 

to the unlbilicus The muscles were thm and he renal^inass, 

which could readily be felt, “S'J „vcre<l wiUi 

was exceedingly large, hard, slight^ irr g , 
dilated blood vessels. The superficial blood vessels. 
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^Wiich w ere as large as the renal ^ em were ligated and cut The 
renal mass t\as then freed enough so that the renal pedicle could 
be clamped, thus prc\cnting the spread of malignant tissue The 
entire kidne> ^^as ^\ell encapsulated and free from an> adhesions 
or extension of the gro\\th through the capsule The renal 
pedicle was then trip!) tied and cut, and the renal mass remo\ed 
There ft as moderate hemorrhage during the operation, but after 
remo\ing the kidney the ftound ft as comparative!) dr) One 



Fg 4 ’ C-Kc III Shadow of large soft tissue tmior suiierimpostd by 
d storted and disphced peKis 

)ard of 2 inch iodoform gauze was placed in the cavuty to till 
the area and to help control any possible hemorrhage and the 
wound closed The patient s general condition at the end of the 
operation was very good 

The specimen showed a large well circumscribed spherical 
tumor 12 cm m diameter protruding from the convexity of the 
right kidney The tumor displaced about two thirds of the kid 
ney substance and extended into the renal pelvis (Fig 473) 
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jn'acled. The cut surface showed a '•oit 
^ > , tran«!lucent, \ ascular tumor containing a few y eIlo^x aria*' 

0 necro'^is ^licroscopical sections te\ealed in general an alxcolir 

arraapment with a delicate connective tissue framework Ihc 
a \eo were moatly filled wdth clear atypical epithelial cells con 
aining nuclei. In areas the alveolar spaces containtd 
>ainean(l colloid material. There wereverv few mitosCs 



fig 473— Case HI Circumscribed spherical tumor with destruction of 
Twjst ot rensf tissue 


f^dthologtc Diagnosis — Carcinoma of the kidnev 
The patient made a good operative recovcr> and was given 
a course of therapeutical ^c^rays over the operated area One 
)ear after operation he was still in good general health with 
*^0 signs of recurrence 

C«mm«,(-Thi5 Kse is of interest due to the extreme s.zc 
of the tumor and to the lack of marked s> mptoros The grou th 



A J saiOLL 


1164 

was entirely cncipsulitcd there being no evidence of an} fur 
ther cttension of the tumor Pam is almost invariably present 
in malignant tumors of this size, and hematuria is usually ob 
scr\cd, espcaalK when the tumor extends into the renal pelvis 

The patient s constiptation was completel} relieved following 
the removal of the tumor and was probably caused b} pressure 
on or kinking of the colon 

General Remarks — The tumors in these 3 cases were of the 
same t)!!^ of malignancy, alveolar carcinoma, which make up 
onl} a small proportion of renal tumors In a sens of 184 cases 
of renal carcinoma reported b} Poulds, Praasch, and Scholl 
from The Jla}0 Clinic onl> 32 (17 38 per cent) were alveolar 
carcinomas The remaining 152 cases were of the papiUary 
adenocaranoma type, usuall} considered as the h}’pemephronia 
group Alveolar carcinomas are highl} malignant, invading the 
pelvas early and breaking through the renal capsule The post 
operative and hter mortalit} in the cases of alveolar caranoma 
reported from The Ma}o Climc was very high, only 3 (13 4 per 
cent) of 23 patients vvho could be traced were still living 

Histologicallj these tumors tend to reproduce the tubules of 
the adult kidney, resembling the renal parenchymia The struc 
ture varies from that of the well formed alveoli to areas in 
which there is very little didcrentiation, the cells being matted 
together with only a small amount of intervening stroma 
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hour-glass stomach due to an ulcer of the 

LESSER CURVATURE, REPORT OF A CASE 

iiRS D C A , female, aged fift> eight j ears 
Chief Complaints — (I) Pam m the epigastrium, (2) Aomitmg 
(3) mabiht) to take solid food 

At the age of sixteen a ears patient \\as treated for scAcnl 
nionths for indigestion, manifesting itself as pains after meals 
and \omiting She does not remember hoii soon after meals 
the pain occurred After scAcral months treatment the s>inp 
toms disappeared, and she felt perfectlj well for three >ears 
able to eat any kind of food At the age of nineteen patient 
had another attack of stomach trouble which wis ushered m by 
vomiting about two cupfuls of bnght blood For the next four 
nionths she had sc\ ere pains immediatel> after eating and this 
lasted for several hours, was rehcAed if she Aomited A diag 
nosis of gastnc ulcer Avas made at this time which was treated 
diet for about fiAC months, wnth entire rebef 
For the next twenty four years patient enjo>ed fair health 
^‘th onlj an ocoisional mild attack of pain and Aomiting which 
immediately corrected b> diet At the age of orty t irce 
she had another severe attack of pain m the epigastrium and 
vomiting The pamgreiv worse a few minutes after 
vomited some bright blood At this time an a: ray examination 
of tho g..«omtest.naI tract was ordered and o “ 

hourglass stomach made PaUent agam «cov^ “m h 
attack and enjoyed short mteiaab of fair health, but hart 
attacks of pain and vomiting cimilar to 

Xhe prLnt - ^ pa^t^^ r^XS^Se^o 
ii6s 


previous attacks 
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coul 1 onl> tike fluicis and not more than 2 or 3 ounces at one 
time if she took more it caused 8e\ ere pains and vomiting She 
has been confined to bed for the last sit months because of 
ucikness and loss of weight She has lost oO pounds during the 
hst four > cars 

I\o other illnesses or operations 

Examination — Patient is a verj sick and emaciated female 
of fift> eight 3 cars w cighs 80 pounds 

physical examination is entirely negative except for emacia 
tion 

Blood Pressure 138 6S 

Unne - — \cid specific gravity 1020 trace of albumin few 
hv aline and granular casts 

Blood Hemoglobin 71 per cent ervthrocytes 3 616 000 
color index 0 76 Icukocy Its 8200 poly nucicars 68 per cent 
lymphocytes 28 per cent transitionaK 2 Bleeding time two 
minutes forty five seconds Howells method Coagulation 
time four minutes slide method Group I\ 

Blood L hem istry 'Sonprotcil nitrogen 40 mg per 100 cc of 
blood sugar 80 mg per 100 cc of blood chlorides 38a mg per 
100 cc of blood 

Roentgenological a umnattoii of the gastro intestinal tract 
show ed a marked hour glass stomach this was retaken after phys 
lologic doscs of atropine w as administcrc<l and the dcformitv still 
persisted (Pig 474) 

This patient was given intravenously 100 Gm of glucose in 
1000 cc of normal saline the day previous to operation 

Operation (August 28 1929) —The stomach was divided 
into two segments by an hour glass constriction Both segments 
were about of equal size (15 cm for the anterior and 17 cm 
for the posterior) On the lesser curvature was a calloused 
ulcer 2 cm m diameter The whole contracted area was very 
hard 

The gallbladder wvs normal 

The operation consisted of a sleeve rc cction removing about 
6 era of stomach The cut ends of the stomach were approxi 
mated ‘using two rows of No 1 gastro intestinal sutures 
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Pathologic Report — Tissue from Stomach — Specimen is a 
piece of stomach T\all about 6 cm in diameter In the center xs 
a deep ulcer about 1 cm across uith steep edges Ihe blood 
vessels in the wall of the stomach opposite the ulcer appear 
sclerotic 

Microscopical examination of the wall and base of the ulcer 
shows no evadence of malign an cj 

Diagnosis — Chrome peptic ulcer 

Postoperative Care. — A LcMn duodenal tube was inserted 
through the nose into the stomach and the stomach continually 



Fig 474 —Showing hour glass construction of stomach 


aspirated for eight days, after which time fluids passed through 
the stomach normally This patient was given daily 75 Gm of 
glucose in 1000 cc of salt solution intravenously, also 1000 cc 
salt solution subcutaneously for ten days 
Blood Count (September 2, 1929) -Hemoglobin, 59 per 
erythrocytes, 3,232 000, color index, 0 76 Condition 
patient not a ery good, pulse w eak Fu e hundred cc of whole 
blood was transfused Condition gradually improved On the 
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eighth (la> fluids passed through the stomach, a fev. dajs later 
she was taking soft food, and from then on improacment was 
continuous and satisfactory 

Patient left the hospital September 21, 1929, twenty fi\e 
divs after operation She has continued to improve, and at 
present, March IS, 1930, she is able to take regular meals 
She IS careful of her food, but is not on any diet Has gained 
23 pounds 

Koentgenological Examination (March 14, 1930) — ^The ad 
ministration of an opaque meal shows the stomach to be some- 
what deformed, probabh as the result of the resection which 
was performed The stomach filled readily , but after a few mo 
ments de\ eloped a spastic masurc on both cuiaatures which 
was e\Klentl> the result of spasm of the circular fibers The 
stomach cmptiw! rapidh The pylorus and duodenal bulb were 
normal 

On the whole the stomach seems to be functioning in a aery 
good manner and the masurc which is present is wholly spastic 
in origin (Tig 475) 

Hour glass stomach occurs frequenth enough to be considered 
m analyzing certain gaslnc symptoms The stomach may be 
constricted m the upper middle or lower portion wath a conse 
quent aaryang in the size of the loculi 

The constriction may be caused by an ulcer, benign or malig 
nant groaaths by inflammatory bands attached to the liaer, 
pancreas or abdominal wall, the result of perforating gastric 
ulcers 

With ulceration there may be extensia e inflammatory thicken 
ing and solid induration In general the symptoms are those of 
obstruction \arymg according to the age of the patient and 
location of the constriction When the condition is caused by 
ulcer there is considerable aanation in the seierity of the symp 
toms dependent on the degree of obstruction in relation to the 
degree of acidity which is commonly moderate, but occasionally 
high or low In some the sufTenng is not great and but little 
attention is paid to the trouble until late, when pirtnl obstruc- 
tion IS the essential symptom 
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The benign condition usually develops slowly. Pain is 
more commonly associated wth active ulcerations and com- 
plications of perforations. 

This patient had s>mptoms for forty-two years. 

In the hands of an expert roentgenologist the diagnosis can 
easily be made. 

The treatment is purely surgical, and the tjpc of operation 
to be performed unll depend entirely upon the condition of the 



Fig 475 


patient, the adhesions present, and whether the condition is 
or malignant. A great many different kinds of operative 
procedures have been tried, as is well illustrated in the report 
f 11 ^*.^ Thomas (British Journal of Surgery, vol ix). The 
0 owing procedures were used in 50 cases : 

Gastroplasty (7). 

Gastrogastrostomy (15). 

0 . Posterior gastro -enterostomy in proximal power (14). 

^ Double postgastro-enterostomy (2) 

^ Retrocolic anterior gastro-enterostomy (3). 

VOL 10 — 74 
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6 Antenor gastro cnterostomj (3) 

7 Gistrocluodcnostom} in proximal loop (1) 

8 Retrocolic antenor gastro enterostom) in proximal and 

postgastro cnterostomj distal (1) 

9 Partial gastrcctomj (2) 

The treatment I think can he summarizc<l as follows 

In the greatlj debilitated patient a <loublc post gastro 
cnterostomj is the operation of choice This will rclic\e the 
obstruction but unfortunatclj it docs not rcmo\c the ulcer 
which should be rcmo\cd if possible If the patient s condition 
is not too senous a slee\e resection is the operation of choice as 
It remo\ es the ulcer bcanng area and the function of the stomach 
following this proccclure is usuallj \crj good If mahgnancj 
IS suspected a gastrcctomj should be done remoxing the lower 
pouch and the malignant area The operation can then be com 
plcted bj^ a post or antenor Polja 
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TUMORS OF BRAIN 

Case I — Mrs J L H , fift> four years of age, mother of 
SIX children, was first seen at our chnic April 23, 1929 referred 
by Dr Gerhardt of Wenatchee, Washington 

Utstory —On or about August 15, 1927, at three o’clock in 
the morning, she had her first con\a:lsi\e seizure The spell 
began with cramps in the right leg followed b> unconsciousness 
This unconscious spell did not last long and dunng the next 
day she \omited rather freel> The follownng few da>s she felt 
that she had had an ordinary bilious attack Three months 
later she had a similar attack and this time she consulted a 
ph>siaan who thought that it was probabl> a compulsion due 
to gastro intestinal disturbance and prescribed ehrmnatn e treat 
ment In December, 1927 she consulted another physiaan and 
at that time a diagnosis of a probable tumor of the brain was 
made In view of the fact that she had a two plus Wassermann, 
however intravenous medication was instituted She returned 
home and was treated bj her local phj-sician The seizures 
began to increase m frequencj and se\ent> dunng the latter 
part of 1928 In October she had two, in November two, and 
December two At the time of our examination she was havnng 
seizures approximatel> every ten da>s Thej were interesting 
inasmuch as they began always wth a drawing up of the nght 
foot then an inversion and a drawnng up of the nght leg after 
which she went into a general convulsion 

Vt the time of our examination, Apnl 23 1929, she com 
nlamed of more or less headache assoaated particularly with 
the speUs with a feeling of impending danger, as though some- 
in her head was about to burst She had a pufiinebS and 
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ttndcrncNS on the senip of the nght side of her head (Potts 
tumor of the scilp) Aside from a Rcncral weakness she did 
not ha\c an> particuhr s^•nlptoms Her past histor) did not 
shed an\ light upon hir condition I our > ears ago she had her 
tonsiU rimo\ctI and three jears ago had her teeth out both to 
rchcac biliousness She has had more or less biliousness all her 
lift so she did not fttl ans anxictx at the time of these operations 

I aamination of thi^ patient rc\ealc<I a woman wellprescncd 
for her age I scs Normal mu cular actuaties there was no 
caadence of change m the caliber of the aesseL or of edema of 
the disks 

‘'he had no cranial ncrac ln^oheracnt Xhcrc a\as a weak 
ness of the right hand and a market! wcaknciss of the right leg 
almost an ank\lo is of tht right ankle wath imcrsion of the 
foot with sfight {not drop I nmtnafron of ^he rc/Iexes showed 
the alxl immal rtllcxcs to bt absent on both sides but her ab 
tlomcn was rather soft and llabba and the reflexes were hard to 
elicit *s(.nsor\ examination There was a numbness of the 
nght side of the botlv but no disturbance for xabration or for 
po ition 

I he patient walktxl with a rather charactcnsticgait dragging 
tlu right foot and ha\ ing a tcndenc> to w alk to the nght hile 
she had a little diflicult) in speech and perhaps a little in mem 
or\ It was not a marked s\mptom nor did she ha\c nausea or 
xomiting to anj markeil degree no more so than the aboxe- 
bctl bilious attacks She had had no sc\ ere headache 
I, All of the positne neurological findings were confined to the ✓ 
^ hi side of the bod\ a weakness of the nght arm and leg / 
tthnost an mk>Iosis of the nght ankle with foot drop the foot 
turned inward the reflexes on the nght side were markedly in 
creased o\cr the left a positive Babmski on the nght and a 
marked ataxia of the r f'b* foot 

She was sent to i where on April 24th 

a ccrcbroventncular sli^ J A lumbar puncture 

was made in the fourth ii the upright post 

tion was 30 mm 30 cc o 30 cc. of 

air injected in 3 cc amounts 
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Serology: Cell count 5, Nonne negative, Was&ermann nega- 
ti\e, colloidal benzoin 44444444221. 

Interpretation of ar-Rays. Anterior posterior view (Fig. 476) 
shows the ventricular shadow to be narrow in its vertical dimen- 
sions The left is displaced to the tight, almost to the median 
line, is triangular in shape, flattened on the superior side In 
the lateral view (Fig 477) a narrow shadow, extending obliquely 



P j L H interior posterior encephalogram showing a flat- 

* tenmg of the left sentnde from abose downward 


from the sella up^>a^d and backward is seen, also another narrow 
curved region of the usual upper posterior portion of the lateral 
ventricle and stih another of a more triangular form superior 
d hehtly inferior to the sella Since these shadow's are un- 
f «Tv.nafed to the normal ventricle, the findings point 
.n «.e IcU p.n oi t.e .V.. 



1174 


CfORCF U SUIFT 


Diagnosis was made of tumor endothelioma left sagittal 
region 

The first operation on this patient ^^as done Apnl 27 1929 
rhe patient " as prepared in the usual manner for an exploratory 
craniotomy The outline of the incision x\as made m the shape 
of a horseshoe «ath flap backward o\cr the aortex After the 
draperies were applied the incision w^s made through the scalp 
and penobteum Bleeding was controlled with Andrew skin 



Fig 477 — Mrs J L H Latent \ c slo ng t! ckon ng of the skull at the 
vertex and the d stended d pfo c vc ns w th a flatten ng of the lateral S nus 


dips We ha\e used these clipb for control of hemorrhage for 
some years with saving of time and great reduction of instru 
ments used The flap was cleaated turned backward and fixed 
with towel clips The wound margins were then walled off with 
towels and a trephine opening made in the skull to the left of 
the midline A Swiss trephine was used for exploratory purposes a 
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I 2 inch button being remo\ed The upper edge of the button 

found to be attached to the tumor mass The skull was 
gently remo\ed from around the tumor mass a piece of the 
skull about 1 inch m diameter was left attached to the dura 
o\erl 3 nng the tumor mass At this time no further attempt was 
made to remove the tumor The wound was closed w*ith inter 
rupted linen sutures One thousand cc of Ringer s solution was 
given subcutaneously during the operation 

A second operation was performed May 6 1929 The old 
incision ^^as opened and the dura again exposed The dura at 
this operation was opened by an elliptical incision external to 
the tumor mass Immediately after the opening of the dura 
the patient collapsed Seven hundred cc of salt solution were 
given intravenouslj followed by 300 cc of citrated blood The 
patient left the surgery in a very critical condition Her hemo 
globin continued to drop until it reached 45 Repeated blood 
transfusions brought it back however so that on May 11th 
the final operation was done 

During the final operation 250 cc of atrated blood were 
given intravenously The old incision was reopened and a large 
tumor mass (Fig 478) was removed from the pensagittal region 
of the left side There were no complications associated with 
this operation and the patient reacted mcely to the blood trans 


fusion 

This patient had a rather stormy convalescence She was 
placed upon a high calorie diet rich in liver and graduall> her 
hemoglobin percentage rose and she left the hospital in excellent 


condition 

It has now been almost a > ear since her operation She has 
had two attacks but the> have been veiy light in character and 
she has not suffered an> inconvenience about the region of the 
operation Her foot has returned practicaUj to normal She 
still has a little dragging of the foot as she walks but aside from 
that has practically no discomfort 

Comment -These tumors as a rule are easil> diagnosed and 
when properly operated upon in the early stages are not danger 
ous It IS only when the tumor has become rather massive and 
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Diagnosis \sas made of tumor, endothelioma, left sagittal 
region 

The first operation on this patient Mas done Apnl 27, 1929 
The patient Mas prepared m the usual manner for an caploratot) 
cramotoma The outline of the incision aaas made in the shape 
of a hone^hoc, Mith flap backward o\cr the aertea After the 
drapcncs were applied the incision M4as made through the scalp 
and periosteum nicc<iing was controlled Mith Andrew skin 



Fig 477 — atrs J I H lateral mcu shoeing thickening of the skull at the 
lertcx and the distended diplo c >cins nUh a flittening of the hteral smus 


clips W e ha\ e used these clips for control of hemorrhage for 
some >ears with saaing of time and great reduction of instru 
ments used The flap was ele\ated turned backward and fixed 
with towel clipb The wound margins were then walled off with 
towels and a trephine opening made in the skull to the left of 
the midline A Swiss trephine was used for exploratorj purposes a 
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remo\e more fluid at a time than 5 cc In this case but 3 cc 
of fluid were removed at a time replacing immediatel} with 
3 cc of air We followed with the withdrawal of 3 cc more 
and continued until approximately 30 cc were injected In 
our expenence 15 to 30 cc are ample for diagnostic purposes 
If the air does not go into the \entricles then one can proceed 
with a direct injection of air It is only m tumors blocking the 
aqueduct that we find it necessary to resort to this procedure 
After having made the diagnosis and the estimation of the 
sue of the tumor the next question is how far to go with each 
operation In our expenence the first danger of sudden death 
occurs soon after induction of ether anesthesia second immedi 
ately after opening the dura third from sea ere hemorrhage at 
the time of the remoxal of the tumor and fourth sexeral da>s 
after removal of the tumor 

Since the first danger is that of anesthesia it is well to use 
local anesthesia for the first two stages of the operation If the 
patient is unwilling it is our custom to use ether wathout pre 
operatne medication 

The second danger point when the dura is opened we have 
oxercome by refraining from opening the dura at the time of the 
initial operation If at the first operation the bone only is 
remoxed and the dura left intact there is no danger from sudden 
shock At the second operation the dura is opened xery slowly 
This alloxvs for a gradual expansion of the tumor mass and com 
pressed brain tissue readjustment of ventricles and vessels 
The third danger point is the removal of the tumor mass 
The use of the electro surgical unit m remoxing all brain tumors 
has practically done axvay xvith danger from hemorrhage m these 
cases The tumor can be shelled out gradually and any bleeding 
that occurs then becomes a superficial bleeding and can be con 
trolled by hot packs and coagulation 

budden death several days after removal of an endothelioma 
IS hard to explain It does not usually occur m the small tumo 

Case II —The second case is a man fift> one jears of 
farmer referred b> Dr Burkes of Portland Oregon with 




until the one taken b> Dr Burke** which as >ou see shows a 
definite defect at the site of the tumor mass (Fig ^ 19 ) 

The examination prior to operation was as follows Ihe 
skin on the forehead is dr> and scalj 'Iherc is a fairl> well 
developed ikrmographia on stroking the skm over the bodj 
This IS of short duration Is enrol ogteal examination shows the 
pupils moderately contracted sluggish to direct light but equal 
m Size and f iirl> regular m outline The retinal v essels arc some- 
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Vkhat enlarged There is a moderate degree of edema of the optic 
disks, but not a true choke Vision 20/20 Examination of 
the reflexes shows the deep reflexes to be equal but slow 'Ihcrc 
are no pyramidal tract signs present and tlic stnsorium is intact 
There are no other neurological findings 

“There is a definite pulsating mass in the region of the right 
parietal eminence This mass is not moaable, apparentl) fixed 
firmlj to the scalp and to its bon> wall It is about 1 inch m 
diameter x Rays show a skull defect m the posterior portion of 
the right parietal region This is about 1 inch in diameter 1 he 
margins are smooth There is evidence of an exostosis above as 
well as below ” 

The spinal puncture showed the pressure to be 12 mm 
upright position, fluid clear Cells four, Nonne negative, Wasscr 
mann negative No air was used in this case 

With no increase m the intraspinous pressure and the posi 
live X ray findings a small rather than a large endothelioma was 
suggested The fulness of the optic nerves, the presence of 
periodic gastro intestinal disturbances, suggested the probabilit> 
of a fairly marked edema of the brain rather than a large tumor 
mass 

Operation was done February 27, 1930, at Columbus Hos 
pital under local anesthesia using noxocaine The incision was 
made through the skin and periosteum for a horseshoe flap 
with the base down With careful dissection the skin wnth the 
superficial tissue was separated from the hard mass and with a 
sharp periosteal elevator the tumor was separated from the 
margins of the skull defect With a rongeur this defect wa*; 
opened for approximatel> ] inch around the entire mass 
(Tig 480) This left a defect m the skull approximately 2 inches 
in diameter The margins of the bone could now be seen to be 
not perfectly straight but a definite lipping both abo\e and 
below could be felt The tumor mass fluctuated and a diagno-^is 
of a dermoid c> st w as made In an attempt to dex-ate the nnr 
gin of the tumor mass the capsule ruptured and the tx’pical 
desquamated epithelial matter char-ctemtic of .a dermoid cxNt 
extruded from the mass V ith a <;poon this mass was ixmowl 
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Icaung the sac of the c>’st /« situ. Careful palpation re\caled a 
norlular mass below and fearinR that a second nodule had forced 
itself mwar<l the dura was opened and the entire cj’st wall re- 



Fig 480 — (o) Appearance of the cjst when the sUn flip was turned lack 
(6) Schematic section showing relations of the cjst (t) The bone has been 
remoied around the c>8t A small piece of bone can be seen clinging to the 
c>st on two sides The dura is thick and congested (d) The c>st is being 
avacuated. rcieahng the parietal la>er of dura (e) C>’st wall has been com- 
pletely remo\ed, reieabng marked subarachnoid edema 

moved. Underlying this cyst, which apparently had pressed 
downward on the large vessels leading to the longitudinal sinus 
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in this area, was an enormous lake of subarachnoid fluid This 
gradually subsided without the necessity of puncture after re- 
jno\mg the pressure, so that at the end of some twenty-five 
minutes a practically normal appearance of the cortex and 
^esseIs was obtained The wound was closed wfth interrupted 
silk sutures 

The patient made an une\ entful recovery Strangely enough, 
immediately after the operation and before the patient knew the 






Fig 481 — Microscopical section of cyst 

nature of his condition, he stated that he felt quite rehe\ed about 
the head This persisted and he left the hospital m excellent 

condition . „ . , , xi 

Microscopical section of the cyst waU, as reported by the 
pathologist, Dr V Cetalu, is as follows 

“The wall of the cyst is composed essentially of fibrous 
f.«iie of a rather hyalin type There are numerous dilated 
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IjTnph spaces and a few scattered lymphocytes. The inner 
surface shows occasional patches of flattenc<l cells of endothelial 
or mesothelial character, ha^'mg small dark oval nuclei, and 
considerable c>*toplasm. There are occasional patches of calci- 
fication in the wall llic process can be explained only on the 
basis of a cyst of developmental origin'’ (Fig. 481). 



extradural dermoid cyst of the left parietal 

REGION 

NFUR0SURGICM> ClIMC ScXTTLr W vshincton 

Tiie third case in this series referred b> Dr Homer Wheelon 
of Seattle is an extradural dermoid cyst of the left parietal 
region The patient is a woman t\\enty eight years of age whose 
complaints were Amenorrhea left temporal headache obesit> 
tachycardia and a soft fluctuating area on the left temporal 
region which was exquisitely tender and at times caused pufliness 
of the scalp over that area 

The history of this patient has to deal with dyspituitansm 
as the predominating feature for which she had been treated by 
Dr Wheelon for several years She gave a rather definite his 
tory of typical migraine associated with diplopia and severe 
headache and particularly throbbing of the left side of the head 
She had the usual menstraul disturbances associated with dys 
pituitansm and also hypogonadism and hyperglycemia The 
tumor mass which had eroded through the skull felt firm about 
2 cm m diameter and did not flucuate nor pulsate 

A diagnosis of either an endothelioma or a dermoid cyst of 
the skull was made The x ray shows the erosion of the skull to be 
approximately 2 cm in diameter and irregular m outline Air 
by the intraspinous method w as used in making the differential 
diagnosis The pressure was 20 mm of mercury in the upright 
position 10 cc of fluid were removed and lO cc of air injected 
in S cc amounts The anteroposterior view show’s the air m 
both ventricles equally distributed with no displacement and 
no enlargement m the size of the ventricles This definitely 
established the fact that the tumor was a c>st eroding the 
skull rather than a large endothelioma which would cause the 
left Sided headaches which the patient had ov er a period of jears 
At the King County Hospital Aray3 1930 a flap was turned 
1183 
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DERilOTD C\ST OF TIIE LEFT P\iaET\L REGION I1S5 

down o\er the left panetal area re\ealmg the tumor ma*» and 
erth-ion entire!} through the ^kull the edge^ of the shull being 
'harph outlined and be\eled A. nick nas made in the outer 
capsule and the contents of the ca t rcmo^ ed ^^^th a ';p>oon and 
b^ irrigation Examination of the contents ‘^ho^ved it to con 
“^i t entireh of cholestenn and leathin The thin wall on the 
under "jurface was ‘stripped from the remain^ of the thin bona 
Ia\er re\eahng its attachment to the dura at the upper and 
mner pole The skull was much thicker than normal and after 
beveling off the ‘sides the dura was exjx> ed and the \es els 
which led to the c\ t wall were ligated wnth silk The dura 
appeared to be normal and was not opened 

Comment — The^e 2 ca«es of dermoid c\ st, one intradural 
and the other extradural are not uncommon Their chief in 
terest hes m the differentiation between an endotbehoma and a 
dermoid c\st Their chief s\'mptoms are tenderness o\er the 
area and the occa'sional puffiness of the “scalp There are no 
complications after removal 
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FRACTURES OF THE SPINE 

We have for our consideration today 3 cases of fracture of 
the spine. As you all know, due to the great increase in the 
number of automobile accidents, the 'nddence of fractures of 
the spine has increased, and at the same time there has been a 
proportionate increase among women. In this locality where 
we have a large number of men employed in the coal mines and 
in the lumber camps, we probably see more than the usual num- 
ber of these cases. We are fortunate enough to be able to report 
our experience in 29 cases of this unfortunate accident. 

While fractures of the spine may be due to direct violence 
such as a bullet wound, or a stab wound, the most frequent cause 
is indirect dolence due to a fall upon the head or buttocks, or a 
heavy object falling upon the bent shoulders while the individual 
is in the stooping posture, the force of the blow causing a hv’por- 
flexion or hv-perextension of the spine. The resulting fracture 
does not occur at the site of the blow, but at the point of greatest 
flexion which is found at the junction of the fLxcd and mov'able 
portions of the vertebral column, usually the dorsolumbar 
junction. The majority of fractures of the spine occur between 
the ninth dorsal and the second lumbar vertebrae. Sixty per 
cent are found below the tenth dorsal vertebra. 

Extreme muscular contraction of the extensor muscles of the 
.pine as in twisting to escape n fall, may be the cause of chip 
futures of the lumbar vertebrae, or of fractures of the spinous 
or transverse processes. Fractures of the transverse proces^ 
are found almost eadusively rn the lumbar region, where Ae 
processes are long and slender and are e.vposed to rojuiy. The 
acddent is usually due to dircd violence. 
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Tractures of the «;pinc espccnll) tho«e of the axis and atlas 
ma> be so <?cnous as to cause immediate death Fractures of 
the atlas \\erc formorl) const Icrcd to be almost m\anablj fatal 
but recent ad\anccs m roentgcnographic technic ha%c not onh 
demonstrated that this injurj is more frequent than \\as for 
rnerh thought but that the mortalit) rate is not as high as Me 
ha^ e been led to belie\ e The mortalitj rate ho\\e\er is still 
o\cr 5o per cent and is markedlj increased Mben the injur\ is 
complicated bj a fracture of another \ertcbra 

The danger in fracture of the spine is due to mjur> of the 
spinal cord The closer the fracture is to the mctluHa oblongata 
the more serious it becomes an I the nearer the fracture is to the 
lower end of the spinal column the less serious is the imme<liate 
result In fractures of the ccr\acal \erlcbne death is due to 
uxtcrfcrcnce with the medulla It^-postaUc pticumoma is the 
usual cau c of death in fractures of the upper dorsal lertebrae 
Cord injuries arc also espeaallj frequent in this localitj as this 
IS the narrowest portion of the spinal canal Cjstitis pjo 
nephritis and exhaustion arc the most frequent causes of death 
m fractures miolnng the dorsolumbar region 

Spinal fractures maj be single or multiple In one of our 
cases there was a fracture of the bodies of four xertebrae with a 
sound letebra intcncning ^lultipliatj of fractures in this case 
probablj saietl the man s hfe for if the entire force had been 
expended on one lerctbra there would undoubtedly ha\e been 
either a complete se\ ercncc of the cord or a transi er^e m> ehti 

It is possible to haie a crushing fracture of one or more 
xertebrae without injury to the cord The simptoms of this 
type of injury max consist of seicre shock kyphosis and com 
plete total disability the roentgenograms showing a crushing of 
the body of one or more \ crtebrac In other cases the injury 
may be so slight as to escape notice and the only subjectii e sy mp 
toms may be a sei ere pain in the back w hich is ^ cry frequently 
diagnosed as lumbago or as a neurosis This type of injury 
x\as xery frequent following the "World War and it has been 
termed latent fracture by French surgeons These patients 
frequently dexelop delayed symptoms after weeks months or 
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rear whjch ina\ completel\ mcapaatatt thtm L nl(s> |>trtect 
ra\ pirture^ are obtained fractures e^rape attention until 
later samptom^ de\ elop 

Injunes to the cord ma\ be partial or complete In partial 
lesiOHa the c\Tnptoms appear graclualb motor paral\sis is hm 
ited <«nie ■^en'^ation is present and panl\ s of the bladder and 
rectum is not ah^aa s present The sa mptom> of complete le>ion'' 
appear immediatela there i'» complete motor parala i-* beloaa the 
^ite of the cord injura “iensition is entircK gone and there !>* 
complete parala'^is of the bladder and rectum aaith retention of 
urme It must be remembered that hemorrhage and eilema maj 
produce saanptoms aahich maa simulate a complete lesion of the 
cord 

While there is no mfalhble guide to the extent of the cord 
mjurj certain chnical tests are of aalue Complete sen^orj 
paraljsis beloaa the lesion maa be demonstrated ba taking a 
pm and carefulla draaaang it around the toes of both feet If 
the patient is unable to distinguish an> sensation or pain and 
if he has no knoaa ledge of aahich toe or aahat part of the foot 
has been touched there is usuallj a complete lesion of the cord 
and in our senes all of these cases haa e died The Queckenstedt 
test maj be used to confirm the diagnosis 

In the chnical diagnosis of the site of the cord lesion it is 
important to remember that the points of origin of the spinal 
neraes are someavhat higher than their points of exit from the 
spinal canal The loaaer the nerae the longer its intraspinal 
course 

The extent of the cord lesion is not always proportionate to 
the bone injurj The amount of compression of the vertebra as 
shoavn m the roentgenograms does not necessarily correspond 
to the amount of injur> to the cord This aaas well illustrated 
in taao of our cases The roentgenogram of Case I showed 
a marked displacement yet the cord injury was slight and the 
only neurological s>Tnptom was a partial paral>sis of the left 
foot There is aery little compression to be seen in the roent 
genograms of Case 11 >et there was a total paralysis below 
the cord mjur> and the patient died a few days later In this 
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case the cord was probablj severe!) injured b> a fracture dislo 
cation the displacement being partial!) reduced before the roent 
genogram was made 

The diagnosis should be based upon the follow mg History 
of the injury, persistent pam due to pressure upon the spinal 
nerves, kyphosis s)Tnptoms of cord mjur), crepitus, and the 
demonstration of a point of exquisite tenderness Histor) sjTnp- 
toms of cord mjuiy, and good roentgenograms are the most 
important 

When a patient is ‘seen immcdiattl) after an accident which 
suggests an mjur) to the spine he should be handled as gently 
as possible in order that the fragments are not displaced in such 
a way that the) will cause senous mjur) to the spinal cord He 
should be laid on a flat rigid betl or, better still on a mildl) 
convex Bradford frame 

Good roentgenograms should be made m ever) case in which 
there is the least suspicion that there ma) have been an injur) 
to the spine This rule is too frequent 1) neglected because the 
accident appears tnvial and the s)niptoms are so mild that the) 
are neglected This precaution not onl) protects the reputation 
of the surgeon both professional!) and m a medicolegal wa) but, 
what IS much more important, it guards against overlooking 
slight fractures which if neglected ma) give rise to such de 
la)ed s)mptoms as kummell s disease It also assures that the 
patient receives adequate treatment at an earl) date If the 
patient is dangerousl) ill it is better not to disturb him but to 
wait a fevi da)s before attempting to locate the exact site and 
extent of the mjur) The first roentgenogram ma) be negative, 
and the second ma) show clearl) the lesion Both anteroposterior 
and lateral views should be made in all cases Lateral views 
are by far the most important, as anteroposterior views ma) be 
absolutel) negative and a lateral view demonstrate the lesion 
Stereoscopic views should be taken m all doubtful cases All 
regions of the spine should be roentgenographed to eliminate 
multiple fractures 

Abdominal pam and tympanites may be the outstanding 
symptoms and may be so severe as to simulate an injur) to the 
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abdominal viscera. This condition is due to pressure upon the 
spinal nerv'es and is always an indication for hyperextension, re- 
gardless of the apparent deformity. It is usually relievccl by 
placing the patient on a convex Bradford frame. 

In Pott’s disease the intervertebral disk is involved early, 
while it is more apt to remain intact in case of a fracture. 

Our series includes 11 cases which developed an immediate 
and complete paralysis. Six of these received operative treat- 
ment, a laminectomy being performed in 5. All patients in 
this series died regardless of the tj'pe of treatment employed. 
The longest time that any patient lived was twenty-one days 
after the accident. 

Another series of 12 cases, all of which showed some com- 
pression and deformity and 5 of which showed a partial paralysis, 
were all treated conservative!}' \\'ithout an operation, and all 
recovered. They were able to return to a gainful occupation, 
although there was a certain percentage of disability. 

Operative treatment is rarely indicated in fractures of the 
spine. In our experience all cases with complete paralysis have 
died regardless of the treatment employed, and all the cases with 
partial paraysis have cleared up satisfactorily with conserv'ative 
treatment. We recognize, however, that an operation may occa- 
sionally be of some benefit in remo^^ng a spicule of bone or other 
pressure that is causing a partial paralysis Also, in cases which, 
immediately after the injury, have a partial paralysis which is 
followed in a short time by a complete paralysis, an operation 
may prove satisfactor}'. 

We treat our cases on a slightly convex Bradford frame and 
apply extension and counterextension above and below the frac- 
ture. This method of treatment was originally reported by the 
late Dr Langv,orthy. We doubt very' much whether the exten- 
sion is of much value in pulling the spine into line, but it does 
overcome muscular spasms and is of some value in relieWng 
abdominal pain by opening the foramina in the spinal canal and 
thus remo\ing the pressure from the spinal ner\'es. The length 
of time that these patients must be kept on the convex Bradford 
frame varies in indiudual cases. In our series the best results 
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were obtatnetl m the cases that spent the shortest time in bed 
and m this tj^ie of injury, just as m fractures in other parts of 
the bodj, carl> mobilization ga\e the best results Taj lor 
braces maj be worn for some months but these were not em 
plojcd in our cases 

Catheterization of patients with a complete paraljsis should 
be aaoided if possible as it is certain to lead to infection which 
wall not onlj make the patient more uncomfortable but wall 
tend to hasten the end It is much better to allow the bladder 
to o\erflow or to induce suprapubic drainage In a great raa 
jontj of our cases wath total paraljsis we ha\e been able to 
emptj the bladder bj manual pressure o\er the suprapubic 
region This is a simple method which sa\cs tune and is aerj 
useful in these ca'^es 

The followang cases will show some of the functional results 
obtained m this senes 

Case I “A T white male age fortj fne jears logger 
Injured b\ being thrown from a wagon on August 23 1928 

Lxamtnalion on Xdmtssion — Se\ere pain o\er upper three 
lumbar \ertebrae greatlj increased bj mo\cinent local 
e\adence of injurj cTcept the pain NoparaKsis h\’pcre^thesia 
or anesthesia Reflexes normal Abdominal pam which was so 
se\ere that he insisted that the injurj was to his abdomen 
Pain persisted for one w eck Bladder and gastro intestinal tract 
both functioned norma llj There was \crj little shock Roent 
genogram showed compression fractures of the bodies of the 
second and fourth lumbar \ertebrae wathout lateral displace- 
ment 

Treahnenl Rest in bed for twelve dajs after which he 
insisted on returning to his home where he spent most of his 
time in bed but was up at will 

Three months after injurj the function of the back was 
excellent but there was still some tenderness on pressure 
One jear after mjurj the function had almost completelj re- 
turned 



^ BCD Illustrations showing functional result m Case I 
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Case II — Mrs L white female aged twenty eight years 
housewife Injured in an automobile accident August 5 1929 
Admitted to the hospital thirty minutes after the mjur> 

Examination on admission Patient was m moderate shock 
Extreme pain in lower dorsal and lumbar regions as well as in 
nght leg Partial paralysis of nght leg Patellar reflexes exag 
gerated and ankle clonus present Roentgenogram (Fig 484) 
showed a fracture of the first lumbar xertebra x\ith compression 
of Its bod> and an antcropostenor displacement 



r g 484 — Roentg nogram of Case II showing i compress on Iracture of the 
first luml ar trtebra with anteropostcr or d splacemt-nt 

Trcalmcnt — Patient w as placed on her back on a Langworthy 
frame with traction on both the feet and neck Traction was 
remoxed at the end of fixe days as the patient objected sexerely 
to It Abdominal pam and tympanites x\ere xer> sex ere for 
seven days after which they gradual!) subsided Retention of 
unne for fort) eight hours except b) catheterization On August 
16th she developed a phlcbitiii of both legs with a rise of tern 
perature to 102 8 P This graduall) subsided in two xieeks 
Patient was up m a wheel chair on October 29th and was dis 





1196 


W A TWLOR 


chirgwi on October 30th Examination nine months after the 
injur> showed an almost perfect functional and anatomical result 
and the roentgenograms showed no anteroposterior displacement 

Case III — II H w hite, male, age tv, enty seven y ears, logger 
Injured b> a rolhng log on September 5, 1927 

Examination on admission Patient in a state of shock and 
suffering with sex ere pain in the mid dorsal and upper lumbar 
regions as well as oxer the entire abdomen Sensation of con 
stnction of the chest, numbness of the right leg, and tinghng of 
the left leg Sex ere contusion, with subcutaneous hematoma 



I fc 486 Roentgenogram of Cast III showing fracturesof the bodiesof the 
second and th rd lumbar wrtebrae Shgl t lateral displacement 

oxer the first and second lumbar xertebrae, spasm of the ab 
dommal muscles to a boardhke rigidity per'' the r h 

leg complete except for a faint moxeme^ a x\i 

extreme effort Left leg moxed with diffu refle' 

both exaggerated Ankle clonus pre su 

Anesthesia of right leg and hyperesthesia 0 
ogram (Fig 486) showed fractures of thr 
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incl third lumbar \ertebrae ^nth marked compression of the 
body of the second but \er} little lateral displacement Unne 
passed in\oluntary shortI> after admission but retention ap 
pcircd m tuehe hours and lasted for ten da>s accept when he 
was catheterized Extreme abdominal pam for slx dajs Ab 
dominal ngiditj diminished in twent> four hours and was re 
placed b> marked tympanites which lasted for two weeks 
Vomited all food and water for first twenty four hours Girdle 
pam in region of fracture which increased for seventy two hours 
and then subsided gradualK Pam in nght knee joint for 
two weeks 

Treatment — Placed on back on a Lang^\orthy frame with 
traction on both the feet and neck Shock and acidosis were 
treated by mtrav enous saline and glucose Traction remo\ ed at 
the end of one month Gradual return of function of nght leg 
at the end of third week Up m wheel chair on ember 2Ist 
and walking on crutches on December lath Discharged January 
9 1928 walking on crutches Six months after mjur> patient 
walked easily wath a cane and with only a slight stiffness of the 
lumbar spine One year after injury patient walked without a 
cane and wnth excellent back motion in all directions 

In order to secure good functional results m fractures of the 
spine the diagnosis should be made early If recognized and 
properly treated they do remarkably well if neglected they 
become and remain cripples 

Full reco^e^y of function rarely if e\er occurs There is 
usually some lack of flexibility and the mdi\idual is frequently 
unable to resume heavy lifting The functional result depends 
more or less upon the economic situation of the patient A man 
who IS a hard working miner or logger and who has considerable 
compensation insurance fakes a more pessimistic outlook on 
the situation than the man who has no compensation insurance 
It IS quite true that the man w ho is engaged in heav’y work suffers 
a considerable amount of permanent disability The man who 
has no compensation insurance and rehtnely light work is 
usually able to resume his former x ocation 
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CANCER OF THE THYROID 

In a rather brief reWew of the recent literature on maUgnant 
goiter it was noted several authors have been apologetic in ex- 
pressing radical N-iews on treatment. In our present-day knowl- 
edge of the treatment of any malignancy' the keynote must be 
as complete an eradication as possible of the primary focus 



The thorough remo^al of the offending growth before metastasis 
has occurred is the only complete cure that can be offered to the 
there is doubt as to the malignancy of a tumor, 
the Accepted rule is to cxdse and transfer the responsibility to 
^OL to — T (> 
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the pathologist In fact U u consistent with good surgical judg 
ment to ^cIno^e pncticall> ail tumors e%en though Ihev are 
obvious!) benign 

This procedure is accepted without question when applied 
to growths such as breast tumors and it seems logical that a 
<itmdar attitude should be taken tow ard the adenomatous tumors 
of the lh>roid Too frequentiv the patient with an apparenth 



tig 4Si — Ricuiunt rircmofiva Vge w'^ty three years Goiter for 
t»ent\ year*! Duration ol mat gnincy ten months precedttl by 

influenza titl thsrotoxiL kMnptoms Lost (0 pounds Rasat metabolic 
rale plus 32 No obstructive symptom* Operation 9/4/29 Recurrence 
three months later jr Ra\ treatment of no value D eil 4/1/JO 

innocent small aiionomatous goiter is advised to defer treatment 
until troublesorm sy mptoms such as patn or pressure occur In 
about 2 per ctni of cases those troublesome sjTnptoms will be 
caused by a carcinomatous ilegeneration and the situation will 
most likel) ha\ t progressed beyond an) surgical aid 


CA^CER OF THE TimiOID 


1203 


WTien a positi\e preoperati\e clinical diagnosis of malig 
nanc> can be made it is almost certain the tumor has extended 
through the thjToid capsule and it will be useless to attempt anj 
surgical procedure other than some palliatu e measure, such as 
a decompression, in cases ha\ing distressing pressure sjuuptoms 
ilahgnant tumors of the thyroid occur more frcquentlj 
than generall} is behe\ed The inadence ^a^es somewhat in 
different localities, the European wTiters reporting a higher in- 
adence than was found in this country Kocher reported a 



tig 490 — Malignant adenoma Age se\ent> six jears Goiter for 
eight 5-eare Duration of malignancj ‘=e\'en months S%-mptoms of d^-sphagia 
and hoarseness Loss of eight Right \-ocal cord paral>zed One fourth of 
phannx filled with mass Th> roidectomj adM^cd six \ears ago Recei\ang 
xra> treatment with me improvement 

percentage ot about 7 45 while the inadence among surgeons m 
America a\ eraged abtiut 2 per cent In our experience the tna 
dence was about 1 5 per cent 

As a rule malignann of the th\Toid is preceded b'v a benign 
adenomatous goiter usuaUN of ^e%eral j ears’ duration It has 
been authontativeh stated that m about 90 per cent of ca^ 
the premalignant adenomatous goiter, are of the “fetal U-pe ’ 
Occasionalh the neoplasm de^elops pnmanK upon the normal 

^^^Tlsimct predisposition of the de^elopment of the mahg 
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nanc} follomng acute infections has been noted b> se\eral 
nnters Carrel I Billard stated that manj tunes the mahgnanc} 
started after an attack of la grippe Se\en of our cases defi 
nitel> stated that a se\ere acute respirators infection which 
was called influenza occurred shorth before the sudden in 
crease in size of the goiter denoting the inception of the cancer 
\\ hat significance should be attache{l to this rather interesting 
obscnation we wall Ica\e for the decision of some future in 
\estigator 

Iso two pathologists seem to agree on a definite classifica 
tion of malignant tumor of the th>roid, and there still seems to 
be some confusion as to the diflerential factor in the microscopic 
picture of certain benign goiters and a malignant process 
Several authonties state the onl) single entenon of malignancj 
before the occurrence of metastasis is invasion into the blood 
\ essels and the appearance of tumor cells within their lumens 
For all practical purposes the great majont> of the tumors 
can be classified either as malignant adenomas or as caranomas 
Sarcomas occur verj infrequently 

As in the benign th} roid enlargements the histologic picture 
of the neoplasms mav varj grcatlj In man> cases the invasion 
of the tumor cells into the gland has become so diffuse as to 
make it impossible from single sections to recognize their 
thyroid origin 

The usual course of these tumors is to penetrate the thjroid 
capsule and eatend into adjacent structures or dowai into the 
mediastinum A compression of the trachea frcquentlv occurs 
and the esophagus maj also be affectctl The muscles are in 
vaded thus destro>nng the planes of cleavage and the invasion 
may extend into the veins and arteries and around the nerves 
Rarely the trachea and larj ax are penetrated 

Metastasis occurs relatively late m the disease and proceeds 
usually b> way of the blood stream rather than the lymphatics 
The lungs and the bony structures are most commonly affected 
There are no dependable syTnptoms to indicate the presence 
of early malignant disease of the thyroid and frequently a 
diagnosis is not made until the operation is performed 
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Practicalh all ca'^es note a sudden increase m size of a goiter 
that had been existing for a number of ^ cars The goiter be 
comes harder and nodular and is found to be quite nxed in its 
position 

The earl\ subjects e s\mptoms are tho-'C produced b\ pre-^N 
ure, usualU upon the trachea or recurrent laiAngeil ner\es 
Attacks of coughing and choking occur, going on to a d\«;pnea 
which becomes particularU distressing on exertion or ^\hen King 
down There is usuallj a troublesome sense of pressure in the 
neck, and hoarsene^s is present m about 50 per cent of ca^es 
The patient maj ha\ e pam in the neck, shoulder, and arm of the 
affected side As the disease progresses the sjnnptoms become 
aggra\ated and more constant There ^m 11 be loss of weight, 
w eakness, and anemia Occasionall> dj sphagia occurs 

Usually there is an associated h>’poth> roidism but at times 
a hyperthyroidism will be observed \Ve noted definite hj’per 
thj'TOidism in 20 per cent of our cases wnth basal metabolic 
rates up to plus 35 

Occasionallj a sudden hemorrhage wall occur into an adcno 
matous goiter, particularly in elderl> arteriosclerotic individuals 
A surrounding thyroiditis will be set up, produang pain firm 
ness and fixation The clinical picture will almost exactly 
simulate a malignancy and an operation will be necessary to cs 
tabhsh the diagnosis 


The treatment of the malignant thyroid disease is itlended 
wath only a moderate degree of satisfaction Iht results an 
variable and are Ijrgely dependent upon a number of fictors 


such as the tv*pe ot malignancy the extent of the involvement 
and Its duration The per itiv c procedure anif the iniTuence of 
irradiation should be caretulU considered and attempts made to 
apply the proper methods to the mdiMdual cases 

Of the V irious types the malignant idenomat x seem to 
vneld best to treUment Ihej do not j^entlratc the thyroid 
capsule so readily m iking i complete excision possible Thev 

also respond well to irrululum 

The carcinumvs penetrite tlu cipsulc i irly and usuallv at 
operation it wall be fmmd unpossihle (o rt move the entire growth 
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ITic tumors m-i) be quite soft and cellular tending to resist 
irradiation The> recur frequentl> and earlj and at times form 
fungoid gro^^ths A kno\\ledge of the grade of malignancy is 
important particular!) to the roentgenologist 

Fortunatcl) the sarcomas occur rarcl) The) grow rapidl) 
rnetastasize earl) and resist practicall) an) form of treatment 

Faen though cases seem hopclessl) inoperable a biops) b 
alwa)s justified The status of the tumor is thus determined 
and aaluable information giaen the roentgenologist 

It b a distinct adaantage to ha\c the attendance of a path 
ologist at all goiter operations Occasional!) he aval! discover a 
neoplasm and more radical procedures can then be immcdiatcl} 
instituted To digress Not mfrcqucntl) he wall find a para 
th)roid gland clinging to the spcamcri which he wall return to 
the surgeon that it ma) be implantcfl in the stemomastoid 
muscle 

In the idvanccd cases where there b distressing pressure 
causing dvspnti a thv rt id decompression or mere!) the diaasion 
of the isthmu will K found of value Irradiation can then be 
instituted and frcquentl) a considerable prolongation of life 
obtained \ tricheotom) will sometimes be found to give con 
sideriblc temporar) relief 

Irratiiation should be cmplo)cd in all thvroid neoplasms 
Fhe t)pe of irradiation ind the technic of its application vanes 
to suit the individual ca e In some cases radium can be ap 
plied through a tir iin ige tube placed at operation to be followed 
later bv surface ridium packs The radon needles are on!) oc 
casionall) mserte 1 into the inoperable carcinoma The needles 
may give n e to considerable undesirable edema or produce a 
troublesome infection 

Theridium aj plications ma) be followed b) acourseof jc ra)s 
or the a ray treatments can be used without radium m some 
cases 

If radium is iv ulable the combination of the two methods 
gives the best results in the majorit) of cases If metastasis 
has occurred it should be treated with the roentgen ra) 
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From the Department of G\nfcology, Uni\trsit\ of Oregon 
Medical School 


PROLAPSE OF UTERUS IN ELDERLY WOMEN 

A UOMAN, aged fifty-five, entered the hospital complaining 
of falling of the womb and vaginal discharge Her trouble 
started eighteen years ago following the birth of her last child 



Tic 491 — Photograpn 

^ trutling pst below cervix 

the past t\\o years the prolapse had caused considerable 
the protruding part being tender and bleeding at 
discomfort, in ^ fo, her to uear a T binder uhen- 

hcr feet in order to hold back the prolapsed 


times It 

ever she uas on months there had been a constant, 

organs For me j 
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foul \'iginal discharge She ^^as married at t\\cnt> and had had 
SIX children All dtluenes had been normal except one a breech 
presentation At this time she a\as considerably lacerated but 
a\as immediately repaired Her last child uas born twenty eight 
years ago ^^enstruatlOn occurred normally until the age of 
forty one years at which time she began to ha\c a aery profuse 
floaa which recurred eaera two to three wcehs accompanictl by 
clots Arenstruation ceased at fifty one years and she had had 
no period ■^ince She has had frequency of urination avhile on 
her feet and urination has been distressing inasmuch as it caused 
pressure and a bearing down sensation She has had no digestiae 
disturbances and her boaveU haac been regular (Fig 491) Ex 
amination showed the patient to be a white female mcasunng 
0 feet 4 inches in height and aacighmg 200 pounds Her blood 
pressure aaas 8a systolic 65 diastolic Her pulse was 6S tern 
perature 97 2 F and respirations 16 I xcept for obesity the 
general examination reacalcd nothing of importance outside 
of the pelaac findings Here it aaas found that the uterus pro 
truded from the aagma and aaas the size of a large grapefruit 
There aaas an erosion of the ceraix at the external os about 3 
cm in diameter Skene s and Eartholm s glands aaerc normal 
There aaas no discharge at the os The uterus could be replaced 
aaithin the aagina but it immediately protruded again if not 
held in position Lvimmation of the prolapsed part shoaved a 
marked cystoccle attached to the uterus and a large entcrocele 
extending doaan behind the ccraax continuous aaith the cul de-sac 
(See I igs 491 496) \\ hen she strained the entire uterus was 

forced outside of the aagina and the fundus aaas easily felt in the 
prolap ed part Ihe posterior aagmal aaall aaas short and the 
penned muscles markedly relaxed but there aaas little or no 
rectocele present The blood count and urine aaerc both nor 
mal and the Wassermann aaas ncoatiae 

She aaas kept m bed fiac days picopcratia ely during which 
time the vagina avas irrigated daily with antiseptic washes She 
aaas prepared for operation and a aaigmal hysterectomy of the 
Mayo type for prolapse was done The cnterocele which was 
so pronounced m this case was treated by dissecting out the 
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Fig 492 — Photograph of prolapse of the uterus which on straining showed a 
large cistoccle 



Fig 


40 1 — Photograph 


showing prohpse of the uterus with large healed ulcer 
surrounding the external os 
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sac, t>’ing it o(T (see Fig 502), and then closing the cul de sac in 
the manner suggested by Dr George Gray Ward (see Fig 503) 
She remained in the hospital U\enty days postoperatucly and 
^\as discharged m good condition 

This case report is more or less typical of the cases to be re 
ported m this paper, 'nhich is an analysis of 1-1 cases of complete 
prolapse (See Figs 491-494 ) 

In dealing wth elderlj women in whom complete prolapse 
has occurred two important problems present themseKes 


I 


I 

Iig 494 — rhotograpli showing prolapst. of the titcrus wth c>stocele as the 
outstanding finding 

First what procedure is the most efficient, and which offers the 
greatest chance of permanent cure? Second, ^'hat operatne 
procedure can be done tvith the least shock to a patient of this 
age? 

In answer to the first question a consideration of prolapse is 
necessary The term “prolapse” means the falling down of an 
internal part of the body This term while it describes what 
happens m prolapse of the uterus, often seems to give the im 
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pression that the fahing part is responsible for the prolapse, and 
the true etiolog>% a weakened pelvic diaphragm, is not considered 
iVoIapse of the uterus is due to a hernial opening in the pcKic 
diaphragm Avhich allows it to take place. In order to cure any 
type of hernia the hernial opening must be closed, but in pro- 
lapse of the uterus some surgeons frequently overlook or dis- 



p 495 ^Actual dra\».ing of prolapsed uterus showing marked elongation of 

the cervix 

regard the hernial opening below and attempt to cure the con- 
dition by sewing the uterus to the anterior abdominal tv all, by 
oval of the uterus, or some type of ligament shortening com- 
K^ed VMth a perineorrhaphy It is not infrequent to see re- 

r^^tionts i\ho have been operated one or more times 
currence m paucui^ 

for ^ost distressing and difficult conditions to deal 

• h^^the prolapsed vagina in which a previous hysterectomy 
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has been done Proper restoration of the urogenital diaphragm 
and pehnc floor by coaptation of the injured parts, or by the 
use of some other structure to fill in the defect, combined with 
the obliteration of the peritoneal funnel produced by the pro- 
lapse is necessary' for a successful cure of this condition 

The cause of prolapse of the uterus is usually primarily de- 
pendent upon an injury due to child birth, secondarily aided by 
weak musculature and lascia There are many other factors 



Fig 498 Diai>i imnntic scheme of normal pressure deflection by the intra 

pcUic planes, and the direction of Ie\ator contraction 


which take part m the etiology of prolapse The part of the 
pehnc diaphragm imohed in this injur>' is composed mainl> 
of the levator am muscles wnth their fascial layers and the tri- 
I liiTiHient (see Fig 497) These maintain uterine poise and 
^"^ent htrniation of the genital organs as long as they are intact 
fsee Fig 498). The perineal body pla>s an impor- 
r f "^mrt m protecting the opening of the genital canal by keep- 
tant pa j This genital hiatus, or opening, is closely 

ing the vagina cioscu 
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guarded b> fascial reinforcements The broad uterosacral and 
round ligaments plaj their part in the physiology of utenneposi 
tion but •\\hen sufTicicnt injury occurs to these supporting struc 
tures the resulting pathology is descent of the uterus The injury 
m prolapse is usually a multijile one The pehac diaphragm is in 
jured the uterus drops backward in retrodisplacement the broad 
and uterosacral ligaments become stretched thus allowing the 
uterus to descend or herniate carrying the bladder and rectum 



r g 499^ — T shaped I ncis on in anterior \ag)nal all the first step in operatne 
procedure a Inctson carried posteriorly around the cervix 

With It Intri abdominal pressure is responsible for the descent 
since It constantly exerts prcosure on the uterus thereby forcing 
It downward like a wedge through the weakened opening The 
prolapse may \ary from a slight descent to a complete hernia 
tion of the entire uterus bladder and rectum 

In this discussion prolapse of the utcru, is termed ‘ incom 
plete" ^\hen the uterus and \aginal walls do not extend beyond 
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-ni —Clamping and cutting the broad ligaments in the rctno^-al of the 
uterus. 
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angle of the incision in the anterior vaginal wall below the blad« 
der, which is pushed above the united ligaments to rest on the 
new floor they form (see Fig. 505). ITie weakest part of this 
procedure is at the cul*dc-sac. George Gray Ward has made a 
very important addition to this operation, especially in the 
presence of a beginning or actual entcrocele. It consists of unit- 
ing the uterosacral ligaments posteriorly up to the rectum and 
remo^^ng the sac of the enterocele (see Fig. 503). He also ad- 



Fi_ 503 \\ ^ lI » modificatjon of closure of the cul-de sac, interrupted Imen 

sutures unite the uterosacral ligaments 


Vises suture of the upper angle of the united broad Ugaments to 
the periosteum of the pubic ramus about 2 cm. to one side of the 
idhne of the symph>sis instead of to the vaginal wall or fascia 
^ Closure of the cul-de-sac is ver>’ important to prevent later 
of an enterocele at this point. Experience has 
deve op ^ mattress suture which unites the broad liga- 

taugnt jjj jjic uterosacrals with a purse-string suture 

ments s ou peritoneum in the recess behind these liga- 

which picks up uiu H 




Fig 504 — PJ cation of broad I gaments w ih mattress suture then a lock 
stitch Upper part of pi cate 1 1 gatnents are attached to upper end of s-ag nal 
tnc s on and underl> ing fasc a 



Fig SOS — Tr mm ng lateral \ag nal walls (along dotted 1 nc) preparatory to 
closure 
iiii 
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ments (see Fig. 504). This pocket is thus tightly closed, and the 
suture can be continued on to the broad ligaments. The re- 
mainder of the Mayo operation consists of trimming the vaginal 
flaps and uniting them in the midline, including a bite of the 
united broad ligaments with each stitch (see Fig. 505). This 
operation should be follow'ed by a perineorrhaphy. 

The second question is probably best answered by the fol- 
lowing reports of fourteen successfully treated cases of prolapse 
in elderly w'omen. I am including in this group only those cases 



Fig S 06 — Clo'- '■ incision m vaginal wall Each stitch includes a bite of 

the united broad ligaments. 

that I ha\t personally operated upon, and have had opportunity 
to study before and after operation. Complete prolapse has oc- 
curred 111 about 10 per cent of cases of prolapse of various types. 

The average age of the patients w’as fifty-nine years, the 
voun-est being fifty-one years, the oldest seventy-five years. 
T n ^%tre housewives, three w-ere housekeepers, one was a 
L The averat^e duration of the prolapse wus fifteen years, 
the .honest one yenr nnd the longest forty-five yenrs. Three 
u I \ d nreiious opeMtions, one a suspension and perineor- 
had naa p perineorrhaphies. One patient had had 

rhaph> , the oinei 
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in operation for carcinoma of the Miha with a complete vuhec 
tom) A complete prolapse occurred wathm a >ear aften\ard 
All had borne from one to eight children Four stated they had 
had difficult labors Eight patients complained of falling of the 
womb five complained of feeling of weight Constipation and 
difficult) in defecation was present in 5 cases Blood) vaginal 
discharge was complained of m 4 Siv complained of frequency 
of urination and difficult) m emptying the bladder Ulcer of the 
protruding part occurred in 2 cases One experienced inability 
to v^alk cramping of the legs and weakness The pulse tern 
perature respiration and blood pressure shov\cd no severe de 
vmtions save in one case m which the s)Stohc pressure was only 
85 Ten showed obesity of varying degrees One patient had 
a persistent lymphocytosis one a rather marked artenosclerosis 
All were fairly good risks with the exception of the last two The 
abdominal findings were normal in thirteen Umbilical hernia 
was a complication m one case The pel vac findings showed a 
complete prolapse m each of the 14 cases All had a marked 
cystocele 2 had enteroceles complicating the cystocele and pro 
lapse Blood count showed a hemoglobin of SO per cent or above 
in 10 cases 70 to 80 per cent m 4 cases and red blood cells above 
4 500 000 in 11 and above 3 800 000 m 3 cases Leukocyte 
count was norma! except m the case before mentioned Urine 
vv IS normal in 12 cases One showed a trace of albumin and a 
few hyahne casts Pus w as present in only one case there being 
from three to twenty cells to a high powered field All were past 
the menopause A Mayo vaginal hysterectomy was done on 
each of the 14 ca&es The hysterectomy w as followed by a pen 
neorrhaphy 

Questionnaires were sent to each of the 14 patients inquiring 
as to the benefits of their operation The following is the general 
summary of the follow up survey to date Complete success in 
10 cases success with minor abnormalities m 2 cases and 2 did 
not reply to the questionnaire The 2 listed with minor ab 
normalities had enteroceles recurring In one a small enterocele 
was discovered on check up It was causing no symptoms In 
the other an enterocele reaching to the vaginal orifice was easily 
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controlled b> inserting a small rubber ring in the Mgina In 
neither of these ciscs iias Ward’s modification of closure of the 
cul de sac used 

In my evpenence the Mayo \aginal hysterectomy for com 
plete prolapse of the uterus m elderly Momcn is the most satis 
factory of surgical procedures It is not difficult to perform and 
offers the least shock and easiest convalescence of any type of 
correction aimed to bring about a cure There is no operation 
for prolapse which giv es 100 per cent cures This operative pro 
cedure m SO cases of complete prolapse as reported by Bullard * 
of the Women s Hospital of New Tork gave 94 per cent com 
plete success and success with minor defects in the remainder 

The Matkins interposition operation for prolapse and cysto 
cele IS a splendid procedure where indicated but should not be 
used in complete prolapse where the fundus is atrophic and the 
broad and uterosacral ligaments have been stretched enough to 
allow the cervix to protrude from the vagina 

Urinary frequency is usually improved or cured by the re 
placement of the urethra and bladder to a more normal position 
When incontinence of urine is present it should be aimed at in 
dividually Kellys method of placing sutures at the vesicle 
sphincter can be easily done at the time the anterior urethral 
wall IS exposed Since the bladder has been dissected free from 
the vaginal wall and uterus the resulting trauma is such that 
the bladder should not be allo^\ ed to become distended Cathe 
terization everv eight hours at least should be earned out The 
catheterization t these patients requires the spreading of the 
lips of the vagina which frequently breaks down the upper part 
of the perineorrhaphy A retention catheter is much more satis 
factory and may be used following these procedures 

t \ Bullvrd Jour of Ol st anlG>nec j v n No 5 1926 
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CASE OF OSTEOCHONDROMA OF THE LEFT GLUTEAL 
REGION. OPERATION. RECOVERY 

This patient comcb for operation for the spectacular tumor 
jou see groAAang in the left gluteal region The tumor is re 
markable m its size and m its unusual position on the patient’s 
bod> He reported three days ago to the Orthopedic SerAace 
of Dr George I^IcChesnej , AAho is assisting at the operation 



fij, 507 — I ateral Mew of patient 


The patient i^ emploAcd m the capacity of automobile ine^ 
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ful enough to throw the man down and prc\ent him from resum- 
ing his work for four or h\e hourb The gluteal region on the 
left soon became swollen and discolored, but as the swelling sub 
sided the patient was inclined to pa\ little attention to the m- 
jurj, except that two \ears later he noted a lump at the •’ite of 
the blow The lump was small, painless, and quite hard The 
original in;ur> was not reported as an industrial accident Dur- 



Fig 510 — Typ cal microscop cal field 


ing the five >ears which elapsed between the time of the injury 
and the present when he is before >ou, the tumor has grown 
steadily to its present dimensions It has caused much dis- 
comfort, and It IS unusual nowadays to find an individual whose 
laisser faire is so marked He has suffered much pain particu 
larly during the last six months apparently from pressure on the 
left sciatic nerv e He is able to sit onlv m a twisted position, and 
needs to have his clothes speciallj adapted to fit his peculiar 
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figure The drcid oi 'ittractmg the public stare would ha\e 
urgetl mam other men to opcntion sooner but the \ilhge sages 
ha\e assured him that he will not sur\i\e this operation 

RecentU the patient has made application Cor treatment be 
fore The Iiuluslnal Accident Commission but was rejected on the 
ground that the original injurj was unreporttd It is interesting 
to speculate wh'’i the award would ha\t been With dcosions 
that seem to us to fa^or mort dcfinitel) the working man it 
seems \en probable that the claim would ha\c been allowed 



1 ig 511 — Cro s jicnrance of tun or 

Ihcre arc manj cases on record howteer where the cause and 
effect seem as cioselj related as in the patient s tumor where 
the rc\cr c decision of the court Ins been handed down This 
subject IS renewed in an excellent paper bj Dr I’ Stephens’ 
entitled Trauma and the I)e\e!opment of Sarcoma m which 
he concludes there is httle if anj endence from which we 
can conclubiacly assume that such tumors are de% eloped through 
one act of trauma m which the force is moderate or se\ere 
The general examination of the patient except for the tumor 

• stcpl c s I \n cr Jour of S rg 5 364 36S October 19>8 
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IS essentially negati\ e He is thirtj -nine years old, married, and 
the father of nine children His blood pressure is 120/80 1 he 
red blood count is 4,970,000, ^\ ith 83 per cent licmolgobin, and the 
white cell count is 4450, with 63 per cent polymorphonuclear 
leukocjtes His urinalysis is negative 'Jlie bleeding time is 
two and one half minutes, and the coagulation time is three and 
one half minutes The blood Xahn test is negativ e '1 he pi- 
tient’s blood is grouped for a possible transfusion 



Fig 512 Ray appearance of tJjt tumor 


On examming the tumor we note its position in the left 
gluteal region It is v ery hard and nodular to the genera! Uiuch 
but on palpating carefull> we note great numbers of wft, cUstic 
areas The tumor is not mov able, but is attachetl apparently to 
the bon} pelvns, probablv to the wing of the left ileum 
edges of the tumor do not stand out, except at its inferior VjrdcT 
which mdicates that it ari'^es beneath the gluteal muscfe*s stretch* 
mg and tbmmng them out o\ er its surface At the lo a tr Jxirdcr 
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the gluteal muscles s\^ecp up beneath the edge of the tumor to 
their attachments 

Dr Ilojd Hr) an makes the follo^\lng roentgenological re 
port 

‘There is an extrcmcl) large tumor ansing from thepostenor 
wall of the left ileum extending out into the soft tissues of the 
buttock This shows an irregular mottled area of bony dcnsil) 
interspersed with small rounde<i areas of decreased densit) 
There are apparentl) some irregular defects in the bod> of the 
ileum 

ConcIuMon I xtrcmcl) large osteochondroma springing 
from the bod) of the ileum on the postenor surface 

Aside from the x ra) findings wc consider the diagno is must 
differentiate bi tween ostcochontlroma and osteosarcoma and 
the strongest argument against the latter consists in the absence 
of areas of necrosis m a tumor of this size and duration There 
ma) be areas which arc undergoing malignant changes but we 
must wait for the pathologist s report for information here 

The patient undir gas and oxagen anesthesia is placed on 
his nght side with the left thigh shghth flexed This brings the 
tumor into its most prominent position A long ina ion is made 
o\cr the <lomc of the tumor through a acty small amount of 
subcutaneous fat Ihinnai out o\er the surface of the tumor 
are the remains of the gluteal muscits so distorted as to deh 
idcntilication Heneith these muscles the tumor is seen to be 
composed of \ cr) hard cartilagcnous masses a\hitc and chalka 
and m omt places translucent and soft which squeeze out a 
jell) hkt material on pressure The resection of the tumor is 
commenced at the upper and lateral portion b) stripping aw a) 
the o\er!>ing tissue In the region of the posterior iliac spine 
wc find an extension the size of a fist Dissection is carnet! 
around and under this The muscles are also peeled o\cr the 
media! side of the tumor I cw bleeding points are encountered 
The tumor is now unco\ cred cntircl) and w e note it is slighth 
moaablc as if rocking on a rather small base It is difficult to 
undermine this tumor enough to fret the base and dangerous 
too since wc cannot sec the gluteal artcia and must atoid tear 
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mg It le-t It slip through the glultal notcli and bltcil m tk pih ii 
B\ «pUtting the tumor in U\o \Ne ha\t a better npjmuch to the 
base and thi» sudden gu h of blood is the gUUtal nrtir\ 1 1 or 
tunateh it is damped and noa\ tieil All tint rtm uns non js 
a smaller portion of tumor attacheti to the ileum Ibis lan !« 
dnided nath a broad chisel and the tumor n remond udinb 
Some bone na.\ controls the bleeding from the bom Hr n 

dundant muscles cannot be indiMdualU ulcntditd but tin dnjnr 

la^ers are seued to the fasaa at the crest of the tkum nm! tin 
superhaal Ia^ ers of muscles are dosed along the hut of (Ik in 
cision \Nhich aIIo\\b a rolled rubber dram to piss to tht (h|i{|H 
of the ^^ound Large dressings are applied 

The patient s pulse is non 100 ha\ing risen from SO ul (lit 
beginning of the operation There is a slight fall of blood priss 
ure The patient IS an ake and not m shock lit is to ht k({»l 
m bed in this same position He has not lost tnough blood to 


require a transfusion 

The patient made a remarkably uncvtnllul rtcoxtrj (),i 
the evening of the operation he u as free from the sciatic pnm for 
the first time m six months The nound litalcd hj first mtuiliou 
throughout Tor the first feu da>s tlicrc uas a pmftist siro 
sanguineous drainage 1 he dram was remov cd on tlic third <lftj 
On the tenth ch> the patient uas allowed up in a chair pro 
tecting the left gluteal region with an air cushion On tl,c th,r 
teenth da> postoperative) the patient uas allowed honiL He 
udl be give Itcp ^ rav therapy to prevent possible altlmuHi 
improbable urrence 

Patholo report 

About tJ ' duration Gross specimen is a very hr.. 
Pncao^uli I 


Will be give Itcp ^ rav therapy to prevent possible altlmi,^], 
improbable urrence 

Patholo report 

About tJ ' duration Gross specimen is a very hr.. 
encap^uU I wc,j,h,„^ 

Om an In m S 2“ '= ™ cons„lcncj a„.| ,, 

r ihtr « It cartilage interspersed with bony fracin,»/ 

XotVe cU n fan,. n.nU canJa, 

OIL h nlroma (Dr Stowe) 
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RUPTURED ANEURYSM OF ABDOMINAL AORTA WITH A 
LEFT RETRORENAL HEMATOMA SYMPTOMS SUG- 
GESTIVE OF A RIGHT URETERAL CALCULUS 

Chief Complaint — (1) Sudden, severe, colicky pam m the 
right lower abdominal quadrant (2) Nausea and \onuting 
Patient had been under treatment for the last hv e years for 
high blood pressure but up until onset of present complaint had 
not been acutely ill Twent> four hours previous to admission 
to the hospital she was seized WTth a severe pain in the nght 
lumbar region and right lower abdominal quadrant, cohcLj in 
nature which radiated into the right leg There was nausea 
and vomiting The attack lasted for fiv e hours and was reheved 
b> morphme There was no hematuria Patient’s history was 
irrelevant except for signs and s^Tnptoms of generalized arterio 
sclerosis WTth hypertension 

Exammation —Patient was a w ell nourished female, aged 
fifty two Temperature 99 F Pulse 80, character good Res 
piration 20 Blood pressure 178/140 
Head — ^No scars or deformities 

Ears — ^No discharge or mastoid tenderness Heanng normal 
Eyes — Pupils equal React to light and accommodation 
No ptosis or strabismus 

ifoiith — Throat essentiallj negative 
Neck — ^No pulsating vessels No adenopathj Th>roid 
palpable, but not enlarged 

Chest — ^Expansion good and equal No areas of dulness 
No increased tactile or vocal fremitus No rales heard 

Heart — Right border midsternum apex beat, eleventh rib 2 
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cm outsulc midchMCuhr line Xo fnction rub No munnurs 
heard 

yIMowfu — Ump-initic Thtre \ms a tumor mass in the 
left hspochondnac and umbilical regions, which extended bad 
into the lumbar rtpion flic mass was not respirators mobile 
It was tender on deep pressure The liser and spleen were not 
palpable 1 here were no hernias or inguinal adenopathv 

Lxlrcmjlies — There were no \aricositcs Knee jerk, was not 
elicited There were no pathologic reflexes 

Tentative Diagnosis — Right renal or ureteral calculus 
Patient was referred to Dr A U llcplcr for urological studj 
Urological Examination — The patient was referred for (1) 
sescre coheks pain in the right lower quailrant (2) Nau'ca 
and \omttin„ and n\ctuna two times 

Examination IbJomindl Ptilpalion — There was some 
muscle splinting and lumbocostal tenderness on the left side 
\ small tumor was palpable in the left h>T>ochondnum It 
was not mo\ahIc on rt*spiration anti there was no abdominal 
pulsation 

Lnnal\sis Spcafic gra\at\ 1 020 Albumin two plus 
NCrtUiee for sii^ar a few pus cells Hactena none Phthalcin 
first hour 4 4 per cent Second hour 19 per cent Total two 
hour 23 4 per cent 

X Rax I tndiuf^s Plain x raa picture showed no definite 
CMtlencc of ureter d or renal calculus in the region of the left 
kidnea ITiere was a long dciase mottletl shadow in the region 
of the left kidnc\ e\itlentl\ due to calcium deposit This 
shadow o\trla> the kidnc), but apparent)} extended a little 
below and a little above the outline of the kidncj shadow It 
was therefore cxtrarenal 

Reml Studx — A Xo 24 F c>stoscopc passed casil} to the 
bladder Residual urine, none Bladder capacit} 500 cc Blad 
der mucosa normal Ureteral onficcs normal in position and 
appearance Number 6 F catheters passed to both kidne) 
pelves with no obstruction Urinarj flow of normal rh}thra 
Unnes from both sides clear and negative except for an occasional 
pus cell Indigo carmine, injected mtravenousl} , appeared on 
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the left •side m four minutes ^nd on the ruht ui four uul oiu 
half Concentration, equ'il nnd good 

P\eloureterogrims taken in the rtcunilHUt uul upnUu 
positions shoaled disphcement and rotation on its truisMiM 
axis of the left kidne\ The pchis ind c dices \\ta normd in 
outhne The calafication noted m the phin i ru pliti u is 
shown to be de6nitel> ext rn renal 

Because of the extrarcnal calcihcition the pdpabU mass aiul 
the eaadent displacement of the left kidnex xxithout am dis 
turbance of its function or change in the pM,loun.ttrogrun a 
tentatne diagnosis xxas made of (I) extrirtnd tumor (2) cd 
cified sohtarj CJ^t 

Follomng the renal stud} palpation shounl that tlu mass 
x\as rapidly increasing m size and the possd)dit\ of liemorrhagt 
into a tumor xxas discussed Operation x\as dtcidtd upon with 
findings as noted 

Operation (4 11/27) Prcopcralnc dtai^nosts 1 \tiriml tumoi 
(left) possible calcified sohtar} cjst ol kit kidnix 

Postoperative Diagnosis Kctrormid lumivlutna ( lUHt 
unknow n 

The left kidney was exposed bj an olilKpu hinibai liul><lnn 
paralleling the left nb ilicre was a hirgt )i< inatoina lx hind (hi 
kidney traced to a tumor mass nuoKIng tlu uhdoinlnid aoila 
a little abo\c the lex el of (lu on; in of I lu [( ft ri nid hi h rv ( hi 
kidney xvas norm d Ihe xvound xvas domd in |h< iinial iniiliiii i 
a rubber glove having been insirtid for draliiait 

Postoperative Course /^v(n^} four Itnuitt iifp i ofilfd/uii 
patient complained of a sexen pain in tin h f| gii III iinil niidili fill 
collapsed Pulse became we ik ind thnad} ami li\i hoiiiahiWl 
she died with all the signs of severe hi inorrlm; i 

Autopsy shoxved a large siccul ited am tirymii of ilit abdi mlnid 
aorta at the lex el of the left ren d irt( r> I lu walk x\i ii llihi 
and there was a small pcrforition on (lu oiiK r tipjH r impM I 
The entire left lumbar space wis filled iwih a hr/i b) tod jlol 
The aorta xvas coxered with itheroni iloiis ami IlHM 

were signs of a generalized irlenosclerous .----s 

Comment This case i> intere^sting her tu t of ‘ 

V L lO — H 
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aneur>sms of the abdominal aorta and because of the symptoms 
which were rather tjpical of a right ureteral calculus The 
hemorrhage houe\er was into the left renal space and produced 
a displacement of the left kidney The diagnosis of hemorrhage 
into an extrarenal tumor or into a calcified solitary cyst was made 
but an aneurjsm was not suspected 




